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Haden, R. L.: Elective Localization in the Eye of 
Bacteria from Infected Teeth. Arch. Int. Med., 
1923, Xxxii, 828. 

An etiological relationship between chronic foci of 
infection and systemic disease having been estab- 
lished, the selective affinity of certain bacteria must 
be demonstrated. Rosenow has shown that strep- 
tococci freshly isolated from infected tissue tend to 
reproduce in animals the lesion from which the 
patient suffered. Others working along similar lines 
but with different techniques have failed to arrive at 
the same conclusions. 

Haden injected intravenously into rabbits bacteria 
which he obtained from the root tip or pulp of teeth 
of fifteen patients suffering with eye infections. Of 
the sixty-six animals receiving the injections, 68.2 
per cent developed eye lesions. Of 169 rabbits 
injected with cultures from the teeth of persons with 
no systemic disease or with diseases other than infec- 
tion of the eye, only 14.8 per cent developed eye 
lesions. In both groups, organs were involved which 
were not involved in the patients. The high per- 
centage of these rabbits showing eye lesions would 
tend to prove that selective affinity is a probability. 

Vircit Wescott, M.D. 


Key, B. W.: Antidiphtheric Serum in Ocular 
Infection: A Clinical and Experimental Study 
of Ninety-One Cases. J. Am. M. Ass., 1924, 
Ixxxii, 183. 

Key’s clinical experiences and laboratory experi- 
ments with antidiphtheria serum in combating pneu- 
mococcic and staphylococcic infection of the re- 
fractive media of the eye add further proof of the 
efficacy of non-specific treatment. In forty-eight 
cases of hypopyon keratitis the cornea was incised 
and cauterized with carbolic acid followed by 
alcohol. From 1,000 to 5,000 units of antidiphtheria 
serum were then injected, and in from twenty-four 
to forty-eight hours this was repeated. The hypo- 
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pyon was reduced or disappeared, the pain and 
injection were relieved, and vision was improved. In 
eighteen cases of infection following perforation the 
pain was relieved and the anterior segment cleared 
up. This occurred also in eleven cases of pan- 
ophthalmitis, but the globe became disintegrated. In 
twelve cases of ulcus serpens, cauterization followed 
by the injection of serum gave good results. 

The author is carrying out a series of experiments 
to determine: (1) the effect of previously injected 
immunizing doses for prophylaxis, (2) the relative 
value of normal horse serum and antidiphtheria 
serum, and (3) the maximum and minimum dosage 
in relation to the time and character of the infection. 

Vircit Westcott, M.D. 


Adrogué, E.: Amblyopia Due to Abuse of Alcohol 
and Nicotine (La ampliopia alcohélica-nicotinica 
exabusa). Semana méd., 1923, XXX, 320. 


In the Argentine Republic acute alcohol-nicotine 
intoxication causing amblyopia and amaurosis is 
rare, but the chronic condition is common. Of 205 
cases of affections of the optic nerve, forty-eight 
were traced to the latter. It usually occurs in men 
between 35 and 50 years of age who smoke daily 
four or five cigars of inferior quality. The intoxica- 
tion generally results in a paracentral scotoma. 

W. A. BRENNAN. 


Butler, T. H.: Modern Optical Methods in the 
Examination of the Eye. Brit. M.J., 1924, i, 8. 


The author states that with a self-illuminating 
ophthalmoscope, red-free light, Gullstrand’s oph- 
thalmoscope for demonstration and _ stereoscopic 
study, and Gullstrand’s slit-lamp with Czapski’s 
microscope more accurate and earlier diagnoses of 
eye diseases can be made and the prognosis may be 
improved because treatment can be begun from 
twenty-four to forty-eight hours sooner. This is 
true especially in cases of acute corneal and uveal 
lesions and sympathetic ophthalmia. 

Tuomas D. Atten, M.D. 
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Rutler, T. H.: Muscle Recession for Strabis- 
mus. Proc. Roy. Soc. Med., Lond., 1924, xvii, Sect. 
Ophth., 6. 


Butler has slightly modified the technique de- 
scribed by Jameson in the Archives of Ophthalmol- 
ogy for September, 1922. In short, he divides the 
tendon at its insertion and sutures it several milli- 
meters back of its normal insertion. On occasion 
he operates also upon the opposing rectus of 
the same eye, usually doing the Worth advance- 
ment operation. He states that previous to the use 
of the new method his cases occasionally showed 
divergence and loss of converging power, and not 
infrequently, incomplete correction for the conver- 
gence. Recession has been far more successful; there 
have been very few failures, and only in one case 
was there loss of converging power. Squints of less 
than 25 degrees have been cured by recession alone, 
and the remainder by means of the combination with 
advancement or tucking. The age of choice for the 
operation is 8 years; previous to this time the patient 
is treated for from one to three years for full correc- 
tion of the hypermetropia. Butler claims that if the 
squint has been present for several years, there is 
of necessity an anatomical change in the muscles; 
he has often found the externus thin and ribbon-like 
and the internus stout and tight. 

The discussion of this paper was as interesting as 
the paper itself. Not all of Butler’s hearers agreed 
with him. Worrtn disagreed with regard to the 
anatomical findings, and stated that the age of 
7 or 8 years is the maximum for the operation. He 
claimed that all tenotomies are bad, some worse than 
others; that tendon recession is a tenotomy; and that 
accuracy resulting in fusion or no deviation by the 
mirror test cannot be obtained by this operation. 


HARMON stated that he failed to see that the meth- . 


od advocated was safer than an ordinary tenot- 
omy, which most ophthalmologists rarely perform. 
GRIFFITH agreed with Butler but maintained that 
the operation is difficult. © Tuomas D. ALLEN, M.D. 


Cunningham, J. F.: Persistent Swelling of the 
Conjunctiva. Proc. Roy. Soc. Med., Lond., 1924, 
xvii, Sect. Ophth., 1. 

The case reported was that of a man 42 years of 
age. The general examination was negative except 
for slight enlargement of the submaxillary glands. 

The conjunctival swelling was of three years’ dura- 
tion and involved both eyes. A section showed that 
the bulk of the tissue was made up of lymphocytes. 

In the discussion of the nature of the condition, 
lymphoma, chronic oedema due to obstruction of 
drainage in the back of the orbit, and brawny 
scleritis were suggested. Tuomas D. ALLEN, M.D. 


De Courcy, T. L., and Mather, J. H.: X-Ray 
Treatment of Interstitial Keratitis. Brii. M.J., 
1924, 1, 12. 

In syphilitic interstitial keratitis weak doses of the 

X-rays cut short the early stages of infiltration into 

the deeper corneal layers. 


The earlier the stage of the disease at which this 
treatment is begun the more rapid the improvement 
and the more satisfactory the results. 

The younger the patient the better the reaction to 
the X-rays. 

The most striking result of the treatment is the 
relief of pain, photophobia, and lachrymation. The 
acute stage is shortened by checking of the infiltra- 
tion and vascularization. 

The opacities in young subjects are undoubtedly 
benefited by X-ray treatment. 

In none of the cases was any damage done to the 
eye or the surrounding tissues, and none of the 
patients complained of inconvenience during the 
treatment. 

Only small doses of the X-rays are necessary. 

The X-ray should be used as an aid to local, anti- 
syphilis, and general treatment, but should not be 
employed as a substitute for them. 

The benefit derived from small doses of the X-rays 
in interstitial keratitis justifies their trial in certain 
chronic cases of eye disease in which treatment has 
been disappointing, such as the painful blind glauco- 
matous eye and scleritis of the aged. A safe and 
more stabilized technique such as that here de- 
scribed holds out hope of better results in many eye 
conditions, chronic and acute. 

Tuomas D. ALLEN, M.D. 


Sinclair, A. H. H., Holmes, G., Hepburn, M., Har- 
man, N. B., and Others: Discussion on the 
Clinical Significance of Scotometry. /ril. 
M.J., 1923, ii, 1258. 

SINCLAIR stated that the delicate tests made pos- 
sible by the general adoption of small targets allow 
better case study and that although the findings with 
regard to the fields of vision and their variations are 
of great importance, they must always be considered 
with other clinical findings. In early glaucoma 
absolute defects are often preceded by wider relative 
failure. 

Hotmes emphasized the numerous factors on 
which accurate results in scotometry depend: (1) 
The patient must understand fully what is required 
of him. (2) ‘The tests must be adjusted to the 
patient’s intelligence. (3) The patient’s attention 
must not be tired by too prolonged examination nor 
distracted by questions or unnecessary movements 
or sounds. (4) The rate of movement of the tar- 
get should be regular and uniform. (5) The exami- 
ner must have very great patience, obtain the 
co-operation of the patient, and avoid suggesting 
responses. (6) The apparatus must be as simple as 
possible and permit as large a number of repeated 
observations as possible without causing fatigue. 

HEPBURN stated that there is considerable evi- 
dence that the scotomata found in connection with 
diseases of the choroid point very strongly toward the 
theory that the branches of the posterior ciliary 
vessels constitute a terminal vascular system which 
is subject to the weaknesses that are common to 
such a system in other parts of the body. 
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Haran stated that the results obtained by pass- 
ing the target from the sighted to the blind area are 
not correct; and that all ophthalmologists should 
agree to work from a known blind area to the sighted. 
Sinclair did not agree with this. 

Sik Joun Parsons called attention to the fact 
that Viper and others have presented evidence 
indicating that although there is a definite mathe- 
matical relationship between the intensity of the 
stimulus and the size of the area stimulated in the 
macular area, there is no such simple relationship 
for stimuli affecting the periphery of the retina. 

PickArD discussed the fields in neurotic persons 
and the effect of suggestion in such cases, but warned 
that a change should never be regarded as functional 
until all possibility of an actual lesion has been 
excluded. Tuomas D. ALLEN, M.D. 


Falk, E. L.: Retrobulbar Neuritis Associated With 
Diseases of the Nasal Accessory Sinuses. J. 
York M.J.& Med. Rec., 1923, xviii, 624. 

The author calls attention to the ‘act that there is 
a direct connection between the deeper and more 
serious ocular disturbances and diseases 0 the nasal 
accessory sinuses. He reports two cases of retro- 
bulbar neuritis due to sinus disease. In both, there 
was a central scotoma with contraction of the visual 
fields. 

In the first case the onset of the condition was 
rapid, and vision in the affected eye was reduced to 
light perception. Nasal examination was negative 
except for high deviation of the septum. ‘The sinuses 
were opened, but no gross pathological changes were 
found. Microscopic examination, however, revealed 
chronic hyperplastic tissue. Improvement was rap- 
id, with return of vision to normal. In this case the 
fundi were negative throughout the course of the 
disease. 

The second case showed gradual visual disturb- 
ances which, however, did not progress to absolute 
blindness. A year previous to examination the 
patient had had an inflammation of the left eye. 
This attack probably represented the acute stage. 
The fundi showed temporal pallor of the disks. Fol- 
lowing opening of the ethmoids and sphenoids, vision 
in the right eve improved to 20/200 and that in the 
left eve to 20/100 with correction, and the patient 
became able to read fine print. The atrophy that 
had already occurred prevented further improvement. 

It is particularly worthy of note that in these two 
cases there were no visible evidences of disease of 
the sinuses. L. Boypren, M.D. 


EAR 


Smith, S. MacC.: Otitic Cholesteatomata. Ann. 
Otol., Rhinol. & Laryngol., 1923, xxxii, 1203. 


Cholesteatomata occur most frequently in the 
temporal bone but have been found also in other 
osseous structures. Their size varies from that of a 
small pea to that of a walnut. Their shape depends 
upon the shape of the cavity. ' 
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In some cases they may remain in the temporal 
bone for years without causing symptoms other than 
occasional attacks of vertigo and headache. 

For permanent relief, they must be removed as 
thoroughly as possible. After their removal the 
treatment should be directed toward stopping the 
discharge and pathological proliferation. Skin 
grafting as practised by Dench on the basis of Bal- 
lance’s method seems to give satisfactory results. 
Those not skilled in this procedure find that packing 
the cavity with small strips of gauze thoroughly 
moistened with a 1:1,000 or 1:500 solution of acri- 
flavine often prevents recurrence. The packing 
should be renewed at first every day and then every 
third or fourth day until all evidence of discharge or 
proliferation has disappeared. If evidence of recur- 
rence appears later, a 1 per cent solution of mercu- 
rochrome should be used instead of acriflavine. 

The author reports an unusual and interesting case 
of cholesteatoma which was about the size of a small 
pear. James C. BrAswe M.D. 


Callison, J. G.: Chronic Aural Discharge. Laryn- 
goscope, 1924, XXXiVv, 52. 

The author discusses the pathology of chronic dis- 
charging ears as revealed by the radical mastoid 
operation. He draws a sharp distinction between a 
clinical and an anatomical cure. A clinical cure 
simply stops the discharge and causes the condition 
to become latent, the ear remaining subject to re-in- 
fection with each succeeding pharyngitis. An ana- 
tomical cure is effected only when there is complete 
dermatization of the promonotory and of all exposed 
areas extending up from the otitic opening of the 
eustachian tube, or complete restoration of the drum 
membrane. The method and plans of procedure for 
accomplishing these ends are described. 

The drugs used in the treatment of aural discharge 
include those employed for the destruction of granu- 
lation tissue and those used to control the infection 
and assist in the elimination of the bacterial flora; 
that is, the drugs used by the otologist in his oflice 
treatments and those placed in the hands of the 
patient as drops.” 

Cases of aural discharge are divided into two class- 
es: those with a heavy mucoid discharge, and those 
with a frankly purulent discharge. In the treatment 
of the former, reliance is placed chiefly upon suction. 
In the latter, silver nitrate or trichloracetic acid is 
employed to destroy granulations, and phenol, tinc- 
ture of iodine, mercurochrome-220, or neutral acri- 
flavine are used for their antiseptic and penetrating 
properties. Practically all of these drugs are used in 
an alcoholic vehicle. The advantages of one over the 
other are dependent, of course, on the local pheno- 
mena present. 

Callison is of the opinion that with patience and 
persistence on the part of the patient and physician 
an absolute cure so far as the aural discharge is con- 
cerned can be obtained in at least 75 per cent of the 
cases, and that the hearing will improve after the dis- 
charge has been cured. A. R. HoLitenper, M. D. 
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Jones, C. C.: Acute Suppurative Otitis Media in 
Infants. J. Jowa State M. Soc., 1923, xiii, 500. 


Jones discusses the anatomy, etiological factors, 
symptoms, physical signs, diagnosis, prophylaxis, 
and treatment of acute suppurative otitis media in 
infants. The points chiefly emphasized are the fol- 
lowing: 

1. Acute otitis media occurs more frequently in 
infants than is generally believed. 

2. The primary etiological factors are lowered 
constitutional states with suppurative intranasal 
infection. 

3. The cause must receive adequate treatment if 
conservative treatment of the aural condition is to 
be effective. 

4. Symptoms and signs of acute otitis are vari- 
able. There is a slow subacute type in which the 
predominating symptoms are gastro-intestinal. 

5. The diagnosis depends entirely upon direct 
examination of the drum membrane. In doubtful 
cases, myringotomy is warranted. 

6. In infants, considerable osteitis may not cause 
superficial signs because the antrum is large and the 
aditus is wide. 

7. The object of a mastoidectomy is to preserve, 
not only life, but also the function of the ear. 

8. A healed mastoid scar is preferable to a chro- 
nic discharging ear, defective hearing, or anxiety 
concerning the course of the case. 

Orto M. Rott, M.D. 


Fraser, J. S.:_ A Plea for an International Inves- 
tigation into Otosclerosis and Allied Forms of 
Deafness. Laryngoscope, 1923, xxxiii, 8g1. 

Fraser reviews our present knowledge of the eti- 
ology, pathology, diagnosis, and treatment of oto- 
sclerosis and advocates a study of this important 
subject by an international group. He raises the 
following questions: 

1. Is otosclerosis a pathological entity? 

2. Is it congenital? Is it ever present in the 
labyrinth capsule of the fetus or infant? 

3. Is otosclerosis an inflammatory affection and 
does it follow otitis media? Can it be distinguished 
sharply from middle ear catarrh? 

4. Is otosclerosis a degenerative or wasting 
disease? 

5. Is there any connection between disorders of 
the endocrine glands and otosclerosis? 

6. What is the cause of deafness in otosclerosis 
since, in early cases at least, there is no bony anky- 
losis of the stapes? 

7. What is the connection, if any, between oto- 
sclerosis, nerve deafness, and congenital deaf- 
mutism? 

8. How often is the vestibular apparatus in- 
volved in otosclerosis, and why is there giddiness in 
one case and not in another? 

Fraser suggests that the investigation be organ- 
ized according to the following plan: 

1. Laboratory work: Microscopical, chemical, 
experimental. 


2. Clinical. (1) Statistical: as regards age, sex, 
heredity, distribution, association with other diseases; 
(2) symptoms, clinical examination, diagnosis; (3) 
treatment: medicinal, ductless gland therapy, vac- 
cines, local non-operative procedures, operation. 

The two parts of the investigation should, of 
course, be coordinated, e.g., the clinical examination 
and postmortem microscopical examination. 

The article contains three case reports and fifteen 
photomicrographs. FRANKLIN P. Scuuster, M.D. 


Richardson, J. J.: The X-Ray as an Adjuvant in 
the Treatment of Impaired Hearing. 
J. Med. & Surg., 1923, xxxvi, 510. 


On the basis of an experience with more than 600 
cases Richardson employs three steps in the treat- 
ment of impaired hearing: 

1. The usual otological procedures indicated by 
the condition. 

2. Sclerolytic X-ray treatment to destroy the 
adventitious tissue in the nasopharynx and espe- 
cially in Rosenmueller’s fossa: viz., 5 ma., 80 kv., 
a tube-skin distance of 15 in., a 1-mm. aluminum 
filter; time, nine minutes. For the application of this 
dose, the patient is placed ventrally upon the X-ray 
table with his head first inclined to the right. All 
but his head is then covered with a leaded-leather 
protector. Over his head is placed a square of lead 
foil with an ovoid opening about % by 34 in. in diam- 
ater which comes over the external meatus. Follow- 
ing the exposure of the right ear the head is turned to 
the left and the left ear is similarly treated. The 
exposures are repeated not oftener than every two 
weeks, and may be given for six or eight sittings. 

3. Stimulative X-ray treatment which deals with 
the dulling of the reception, the transmission and 
the registration of the sound stimuli. This is best 
distributed over the hearing and associated centers 
and in the region of the auditory nerve. Trial and 
error have shown the following dose to be the most 
eflicacious: 8 stabilized ma., 50 kv., tube-skin dis- 
tance, 24 in.; a filter equivalent to 1 mm. of alum- 
inum; time, twelve seconds. 

This dose is distributed over the entire head by 
directing the energy through four portals of entry. 
For convenience, the central target may be taken as 
the sella turcica. With this as a guide the por- 
tals of entry become: 

1. On the left, behind the mastoid, the central 
ray passing in the direction of a line joining the 
mastoid tip and the sella turcica. 

2. Above, the central ray passing into the skull 
in the direction of a line joining the anterior fontanel 
and the sella turcica. 

3. On the right, behind the mastoid as for the 
left side. 

4. Behind, the central ray passing along a line 
joining the occipital protuberance with the sella 
turcica. 

Richardson has noted marked improvement fol- 
lowing this procedure in cases that ordinarily would 
be regarded as hopeless. 
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The article is concluded with the following obser- 
vations: 

1. The original pathology does not govern the 
efficacy of the treatment. 

2. Improvement, when it occurs, is either aston- 
ishingly immediate or becomes apparent only after 
several treatments. 

3. Improvement is at times followed by relapse, 
but not to the low level of the original deafness. 
The gain is apparently progressive. 

4. Improvement is usually manifested first in 
increased power to interpret the conversational 
voice, and next in the ability to hear music. 

5. The most striking subjective improvement is 
the very general disappearance of tinnitus aurium. 

6. Present records show improvement in 60 per 
cent of cases treated. 

7. The treatment described is entirely harmless. 
Otto M. Rott, M.D. 


Hays, H. M.: Suspected Mastoiditis: Clinical 
Diagnosis with Special Reference to the Inter- 
pretation of the X-Ray Pictures. Laryngoscope, 
1923, XXXili, 924. 

In the clinical diagnosis of suspected mastoiditis 
the most significant signs and symptoms in the order 
of their importance are as follows: 

1. The character of the discharge and the type of 
infecting organism. 

2. Narrowing of the canal wall which cannot be 
accounted for by any acute symptoms within the 
canal itself. 

3. Pulsation of the opening in the drum showing 
retention. 

4. Prolapse of the drum with sagging of the 
posterosuperior wall. 

5. The amount of retained secretions.that can be 
eliminated from the middle ear by suction. 

6. The general physical condition of the patient 
as indicated by the temperature, blood picture, etc., 
and the presence or absence of headache and 
malaise. 

7. The interpretation of the X-ray picture. 

It is important that the roentgenograms be taken 
by a well-trained roentgenologist. 

The X-ray is often the deciding factor as to 
whether operative interference is necessary, but 
its findings are of value only when they are con- 
sidered in conjunction with the clinical symptoms. 

The author reports three cases. 

FRANKLIN P. Scuuster, M.D. 


Walshe, F.M.R.: The Work of Sherrington on the 
Physiology of Posture. J. Laryngol. & Otol., 
1923, XXxviii, 642. 

To understand the research of Magnus and de 
Kleijn on labyrinthine function it is necessary to 
have a definite conception of the meaning of “muscle 
tone.” 

Sir Charles Sherrington showed that the decere- 
brate animal (one in which a transection of the brain 
stem in the region of the tentorium has been done), 
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can maintain a standing posture through the action 
of the “‘anti-gravity” group of muscles, namely the 
extensors of the limbs, neck, and back, and the 
elevators of the jaws and tail. This phenomenon is 
called “reflex standing.” ‘‘Muscle tone” is defined 
as ‘‘the basis, the raw material of posture.” 

The maintenance of tone is dependent upon integ- 
rity of the afferent nerve supply of the muscles, 
but tone can be influenced or modified by impulses 
arising elsewhere in deep structures—muscles, ten- 
dons, or joints. Other tone-regulating influences 
originate in the labyrinths and in the muscles of the 
limbs. Witt1am B. Stark, M.D. 


NOSE 


Stein, O. J.:_ A Survey of the Hay Fever Question: 
A Critical Review of the Situation Relative to 
the Etiology and Treatment. Ann. Olol., 
Rhinol. & Laryngol., 1923, xxxii, 1214. 

The evidence at hand indicates that hay fever is a 
disorder of sensitization. The cause of this sensitiza- 
tion has not yet been definitely determined but is 
probably a change in the body fluids. 

Hay fever symptoms may be due to an anaphylac- 
tic reaction or a reflex action. In persons who are 
sensitive, local external irritants cause the symptoms 
of hyperesthetic rhinitis. 

In a small number of cases of hay fever the use of 
specific pollen solution will give relief. Immunity 
is usually temporary; therefore the treatment must 
be repeated as often as necessary. 

The percentage of cures resulting from the use of 
pollen vaccines is no greater than that following 
other methods. 

Freedom from symptoms is obtained most fre- 
quently from nerve blocking with alcohol. This 
treatment has the added advantage that it is less 
expensive than the others and requires less time. 

James C. Braswe M.D. 


Heatly, C. A., and Crowe, S. J.: Asthma and In- 
fections of the Accessory Nasal Sinuses: A 
Study Based on Sixty-Two Cases. Bull. Johns 
Hopkins Hosp., Balt., 1923, xxxiv, 410. 

Because it is generally conceded that pathological 
conditions in the nose and sinuses bear some re- 
lationship to clinical asthma, the authors have 
endeavored in this study of sixty-two cases to 
determine: (1) the value of operations on the nose 
and accessory sinuses as part of a therapeutic pro- 
gram in the cases of asthmatic patients presenting 
pathological conditions in that region; and (2) the 
type of operation (whether simple or radical) which 
is most beneficial. Their conclusions are as follows: 

1. Operations should not be performed indis- 
criminately on the nose and accessory nasal sinuses 
of asthmatics. 

2. Operations should be performed only on 
proper indications and should be radical in the sense 
that their purpose should be to eradicate all region- 
al infection. 
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3. Operative measures so attempted will benefit 
a very definite percentage of asthmatic cases. 
4. They should always be undertaken as a part 
of a general therapeutic program. 
Orro M. Rott, M.D. 


Dean, L. W.: The Treatment of Paranasal Sinus 
Disease in Infants and Young Children. 
Laryngoscope, 1924, XXXxiv, 30. 

According to Dean, the factor of the greatest im- 
portance in the prognosis of chronic paranasal sinus 
disease in infants and young children is the ability of 
the patient to live in a suitable climate. 

The factor next most important is diet. Diet 
alone, however, cannot correct paranasal sinus 
disease. The source of the infection must be re- 
moved first. In discussing the character of the diet 
the author emphasizes the importance of the fat 
vitamin. This may be supplied by giving cod liver 
oil once or twice daily. 

Other factors of importance are proper hygienic 
conditions, dress, and living and sleeping rooms. 
Hot nasal irrigations should be followed by dropping 
into the nose some penetrating antiseptic such as 
argyrol or mercurochrome and perhaps the use of 
suction treatment. 

In every case of chronic nasal sinusitis, diseased 
tonsils and adenoids must be removed. Eighty per 
cent of Dean’s chronic cases of nasal sinus disease in 
infants and young children have been cured by the 
removal of tonsils and adenoids without any other 
treatment. 

In the more serious forms of chronic sinusitis 
the incidence of good results is highest in the cases in 
which operation is done. In young children a recur- 
rence of the trouble following a thorough operation 
on the sinus is unusual. It is not unusual, however, 
for the patient to return with infection of some other 
sinus. With the exception of simple meatal drainage 
of the maxillary sinus, a sinus is not operated upon 
until non-surgical treatment has been tried for sev- 
eral months and has failed. 

Dean calls attention to the importance of hospital- 
izing the more severe cases and obtaining the coop- 
eration of the pediatrist, the metabolism expert, the 
orthopedic surgeon, and the ophthalmologist. Radi- 
cal operation should be done only when some serious 
systemic or local condition is manifestly secondary 
to the sinus disease and can be relieved only by the 
eradication of the sinus trouble. 

A. R. HoLLenven, M.D. 


Fischbach, V. W.: The Relation of Paranasal 
Sinus Disease to Pulmonary Infection. Cin- 
cinnali J. M., 1923, iv, 482. 


Fischbach offers the following conclusions: 

1. There is a definite etiological relationship be- 
tween sinus disease and certain infections of the 
lungs. 

2. The symptoms of the “‘sinus-bronchus”’ case 
are more those of pulmonary disease than of nasal 
disease. 


3. The diagnosis of the extent of sinusitis js 
difficult and often requires lengthy study. 

4. There must be close cooperation between the 
chest and nasal specialist in the handling of the case. 

5. The prognosis must be guarded. It depends 
upon the length of time of the involvement and the 
extent of the pathological changes. 

6. The treatment is surgical because the patho- 
logical changes are chronic. Orro M. Rort, M.D. 


Ivy, R. H.: Radical Operations on the Maxillary 
Sinus and Damage to the Teeth. Ann. Cvl., 
Rhinol. & Laryngol., 1923, xxxii, 1197. 


In cases of chronic inflammation of the maxillary 
sinus nothing short of a radical operation will suflice. 
Nasal puncture and lavage will clear up most of the 
acute cases, but when the mucous membrane has 
become chronically thickened and the site of poly- 
poid degeneration with or without bone necrosis, 
mere washing out through needle or cannula from the 
nose has little effect. This measure may establish 
the diagnosis if free pus is present but may entirely 
fail to do so when the disease is manifested chiefly by 
the presence of solid granulation tissue. In cases of 
long standing nothing is more satisfactory than good 
exposure of the sinus through an opening in the 
buccal wall. 

As some surgeons maintain that the radical opera- 
tions result in permanent damage to healthy teeth 
in the vicinity of the buccal incision, the author 
studied the teeth in twenty cases which had been 
subjected to radical maxillary sinus operations from 
three months to two years previously. The patient 
was questioned, and the teeth were tested by means 
of the faradic current and examined with the X-ray. 
Practically all of the patients noticed a numbness in 
the teeth and gums beneath the incision. In some 
cases this lasted for only a few weeks but in others it 
persisted for a year. 

Practically all cases examined several months 
after the operation showed an absolutely normal 
faradic reaction in the teeth, indicating regeneration 
of the lost segment of the nerve. 

These findings demonstrate that the fear of dele- 
terious effects on the teeth from radical maxillary 
sinus operations are unfounded if the surgeon is 
competent. James C. M.D. 


MOUTH 


Wiechert, M.: Metastatic Epulis (lpulis metastatica) 
Zentralbl. f. Chir., 1923. 1, 1356. 


A greatly emaciated man, 61 years old, had a tumor 
about as large as a small apple on the right maxilla, 
extending beyond the teeth. A diagnosis of epulis 
was made. The tumor bled slightly and was found 
to be markedly broken down at the center and 
ichorous. There were numerous hard lymph nodes 
on the right side of the neck. Excision under 
anzsthesia showed the point of origin in the bed of 
the first upper molar tooth, which was no longer 
present. The patient died. Autopsy revealed « 
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tumor in the brain (precuneus), which microscopical- 
ly proved to be a plexiform alveolar sarcoma (Nau- 
werk), and was looked upon as a metastasis of the 
similarly constructed tumor of the jaw. 

The .uthor considers the case one of sarcomatous 
epulis. He believes that the ordinary epulis may 
occasionally become malignant and metastasize, and 
suggests that perhaps even the common epulis may 
not be the sarcoma-like benign growth described in 
the textbooks. Grass (Z). 


THROAT 


Caldera: The Biological Treatment of Sarcoma of 
the Upper Respiratory Passages (Traitement 
biologique des sarcomes des premiéres voies aerien- 
nes). Arch. internat. de laryngol., 1923, Xxix, 995. 


Caldera reviews the various biological methods 
suggested for the treatment of sarcoma. Most of 
them have been unsuccessful, but in a case treated 
two years ago Caldera obtained a cure following treat- 
ment by Citelli’s method. Encouraged by this first 
success, he recently treated two cases of sarcoma of 
the tonsil and one case of sarcoma of the nasal fosse 
with autogenous vaccine. The results, however, 
were quite different from that in the first case. There 
was at first amelioration, perhaps tecovery, but 
recurrence soon followed. In the last case, the 
presence of a very virulent streptococcic infection in 
the nasal fosse set up a violent local and general 
reaction. 

Caldera suggests that the temporary improvement 
may have been due to the action of the streptococci, 
the lytic power of which has been reported. 

W. A. BRENNAN. 


Gavello: Autovaccination, Radium, and the X- 
Rays in the Treatment of Malignant Tumors 
of the Upper Respiratory Tract (Autovaccina- 
tion, radium et rayons X dans la cure des tumeurs 
milignes des premiéres voies respiratoires). Arch. 
internat. de laryngol., 1923, Xxix, 996. 


Gavello reports the following five cases of sarcoma 
treated with autogenous vaccine: 

1. Melanotic sarcoma of the nose. Treatment 
stopped because of the formation of an abscess in the 
area treated. 

2. Round-cell sarcoma of the nose. 
ments given. Death from cachexia. 


Two treat- 


3. Giant-cell sarcoma of the right tonsil. Three 
injections given. Death from meningitis. 
4. Small round-cell sarcoma of the tonsil. Five 


injections given. Death from thrombosis of the pul- 
monary artery. 

5. Melanotic sarcoma of the rhinopharynx. Six 
injections followed by rapid spread of the tumor and 
metastases. 

The negative, if not harmful, results of treatment 
with autogenous vaccine in these cases leads the 
author to conclude that inoperable sarcomata should 
be subjected to radium and X-ray therapy, the ad- 
vantages of which are generally recognized. 

W. A. BRENNAN. 
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Collet and Rebattu: The Intracranial Propagation 
of Pharyngeal Tumors (Etude sur la propagation 
intracranienne des tumeurs du pharynx). Arch. 
internat. de laryngol., 1923, xxix, 946. 


The authors report two cases. The first was a case 
of tumor of the pharyngeal vault which caused head- 
ache, cervical adenopathy, ocular symptoms on the 
right side, ptosis, paralysis, trigeminal neuralgia, and 
sudden death. Autopsy revealed a tumor of the 
right half of the nasopharynx with intracranial 
invasion in the anterior part of the middle cerebrai 
fossa. 

The second case was a case of epithelial tumor of 
the hypopharynx which began in the cervical glands 
on the right side. Rhinoscopy revealed a tumor of 
the hypopharynx covering the laryngeal vestibule. 
Deep roentgenotherapy was given but was followed 
by recurrence and death. Autopsy revealed a tumor 
filling the right half of the pharynx with intracranial 
invasion on the left side through the middle cerebral 
fossa. 

In both of the cases the glands were involved early. 
In neither case was there propagation to the nasal 
fossz nor to the pterygomaxillary fossa. 

In the first instance microscopic examination 
showed the tumor to be a round-cell sarcoma, and 
in the second, an epithelioma. 

The authors discuss the mode of intracranial inva- 
sion of pharyngeal tumors. The cases reported show 
that this occurs, not by metastasis, but by way of 
the pterygomaxillary fossa or the ruptured anterior 
foramen. In both cases reported the invasion was 
through the torn foramen. Thence it spread to the 
middle cerebral fossa, gaining the apex of the petrous 
pyramid, the gasserian ganglion, and the external 
wall of the cavernous sinus. There were no vascular 
disturbances in either case. W. A. BRENNAN. 


Smith, S. MacC.: Indications For and Contra- 
Indications To, Tonsillectomy in Adults. Ther- 
ap. Gaz., 1924, 3s. xl, 13. 


Removal of the tonsils does not always relieve the 
condition for which their removal was done. Prob- 
ably in the majority of cases pathological tonsils are 
but one of various factors contributing toward a gen- 
eral state of disease. 

The tonsils should be carefully examined, note be- 
ing taken of their color and size, as to whether they 
are submerged or extend beyond the margins of the 
pillars, and as to whether free pus or caseous material 
may be expressed from the crypts by pressure. 

Small tonsils may cause greater disturbance of 
health than large tonsils. 

The tonsil which is not acutely inflamed but con- 
tains free pus is undoubtedly a menace to health 
whether it is large or small and therefore should be 
removed. 

The presence of caseous material in the tonsillar 
crypts may or may not be the cause of a general sys- 
temic disturbance. Such material is usually found 
in varying amount in the tonsils of adults, and often 
in those of persons whose health is apparently good. 
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Tonsils, large or small, which are submerged and 
practically covered by the pillars are more apt to 
become the site of chronic infection than those in 
which the median tonsillar surface is freely exposed. 

By reason of their size alone, unusually large ton- 
sils may interfere to some extent with swallowing, 
breathing, and clear speech. The removal of such 
tonsils is justified even though they show no particu- 
lar evidence of infection. 

In the cases of diphtheria carriers it has been found 
that negative culiures are usually obtained within a 
short time after tonsillectomy. 

While the advisability of removing the tonsils in 
cases of cervical adenitis is debatable, most laryn- 
gologists advocate the removal of infected tonsils 
even in cases of tuberculous adenitis. 

In the cases of persons who are subject to repeated 
attacks of tonsillitis or quinsy, removal of the tonsils 
is indicated as a preventive measure. 

Such general conditions as rheumatism, headache, 
excessive fatigue, vertigo, etc. may be due, in part at 
least, to the absorption of toxic material from one or 
more foci of infection. The tonsils may be at fault 
as well as the teeth, the colon, the gall bladder, or 
the ears. All foci of infection should be sought out. 

Tonsillectomy is contra-indicated under the fol- 
lowing conditions: (1) when nothing is apparent in 
the tonsils to indicate that they are directly or indi- 
rectly, the focus of infection; (2) during the progress 
of an acute infection; (3) in hemophiliacs or in 
cases in which palpation of the tonsils discloses the 
presence of an anomalous artery which might be sev- 
ered during the operation; and (4) when the Wasser- 
mann reaction is positive. Orto M. Rott, M.D 


Myerson, M. C.: Bronchoscopic Observations on 
the Cough Reflex in Tonsillectomy under Gen- 
eral Anesthesia. Laryngoscope, 1924, xxxiv, 63. 


In Myerson’s opinion the cough reflex is the least 
understood factor in tonsillectomy under general 
anesthesia. While it is commonly believed that a 
light anesthesia and the presence of the larvngeal 
reflex insure a cough, during a recent bronchoscopic 
study of tonsillectomy under general anesthesia 
Myerson’s attention was attracted by the frequent 
absence of cough in cases of light anesthesia. 

Myerson studied 100 cases to ascertain the fre- 
quency of cough and the factors which influence its 
production when the laryngeal reflex is present. 
Anesthesia was induced with ether by the open cone 
method, and the Arrowsmith-Sluder instrument was 
used for the tonsillectomy. The occurrence of cough 
was noted during the induction of anesthesia and 
during the operation. Immediately after the opera- 
tion, when the larynx was dry and free from blood, 
a direct laryngoscopic and bronchoscopic examina- 
tion was made and the content of the tracheobron- 
chial tree was noted. The average age of the pa- 
tients was 7!% years. 

It was found that the patients coughed because 
of excessive concentration of the ether, because of a 
pre-existing catarrhal condition of the tracheobron- 


chial tree, or because of the contact of an instrument 
with the larynx. 

Therefore it appears that cough occurring during 
a tonsillectomy performed under general anwsthesia 
is not a normal phenomenon, but is dependent upon 
either increased irritability of the laryngo-tracheo. 
bronchial mucosa or an increase in the intensity of 
the stimulus which excites the cough reflex. 

The author explains the non-occurrence of cough 
under light anesthesia by the fact that the pharyn- 
geal content which comes in contact with the laryn- 
go-tracheo-bronchial tree is non-irritating. 

The following conclusions are drawn:’ 

1. Seventy-six of 100 patients in whom the 
laryngeal reflex was present had blood in the tracheo- 
bronchial tree. 

2. Of the twenty-four cases in which the tracheo- 
bronchial tree was clean, cough occurred during the 
operation in eighteen. 

3. The laryngeal reflex does not insure the occur- 
rence of cough when the pharyngeal content comes 
in contact with the larynx, trachea, or bronchus. 

4. Only in the presence of increased irritability 
of the respiratory tract, does the patient cough when 
lightly anesthetized. 

5. Blood mixed with mucus and saliva forms a 
mixture which does not carry a sufficient stimulus to 
set up the cough reflex. 

6. Cough is not the normal mechanism of expul- 
sion in tonsillectomy under light anesthesia. 

A. R. HoLLenper, M.D. 


NECK 


Clairmont, P.: Lymphangitic Abscess of the Neck 
(Der lymphangitische Halsabscess). Schweiz. med. 
Wehnschr., 1923, liii, 441. 


The typical location of this abscess is in the lower 
anterior triangle of the neck, behind the small 
muscles of the neck, under the middle fascia, ex- 
ternal and in front of the thyroid gland. The ab- 
scess has a tendency to rupture toward the surface 
through the middle fascia of the neck at the anterior 
border of the sternocleidomastoid muscle. Its 
marked similarity to suppurative thyroiditis and 
strumitis often leads to an incorrect diagnosis. 

The abscess is always well encapsulated and lies 
between the crossing of the omohyoid muscle and 
the jugular vein, in that portion of the vascular 
space which contains only a few lymphatic nodes or 
none. The circumscribed pus formation arises from 
suppuration of the lymphatics. The pathogenesis 
varies. The prognosis is favorable following incision. 

(Z). 


Réthi, A.: The Operative Correction of the Bilat- 
eral Median Position of the Vocal Cords Die 
operative Korrektion der beiderseitigen 5timm- 
bandmedianstellung). Zéschr. f. Laryngol., Riinol., 
etc., 1923, xi, 281. 


Proceeding from the assumption that the median 
position of the vocal cords in posticus paralysis 1s 
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produced by shortening of the adductors, the author 
proposes a new operative method. A laryngofissure 
is done first. After the exposure of the arytenoid 
cartilage from within the larynx, the insertions of 
the adductors are divided and the arytenoid cartilage 
js fixed in such a position by tamponade that the 
vocal cord assumes the position of abduction. 

The operation has proved successful in one case. 
The author subjects the methods advocated by 
others to sharp criticism. The illustrations used to 
explain the text are very instructive. Escu (Z). 


Rosenthal, G.: Subdivisions of Tuberculous Laryn- 
gitis: Its Treatment by Tracheofistulization 
(Le démembrement de la laryngite tuberculeuse: 
son attaque par la trachéo-fistulisation). Arch. inter- 
nat. de laryngol., 1924, XXX, 39. 


In Rosenthal’s opinion, tuberculous laryngitis 
should not be considered a clinical entity, but 
should be subdivided into its various components, 
some of which are more amenable to treatment than 
others. He therefore urges closer study of cases of 
bacterial epiglottitis, tuberculous interarytenoid 
infiltration, superior and inferior chondritis with or 
without the presence of tubercle bacilli in the spu- 
tum, hypertrophic tuberculosis, and diffuse laryn- 
gitis in order that the problem of tuberculous laryn- 
gitis may be simplified. If this is done, the type of 
disease which will yield to specific treatment and the 
types which are not amenable to any known treat- 
ment will gradually be determined. 

Many cases of tuberculous laryngitis would be 
cured if given early treatment. 

Rosenthal discusses in detail the diffuse types of 
tuberculous laryngitis with deep lesions, diffuse types 
with superficial lesions of doubtful bacterial nature, 
and localized types. The problem of treatment is 
discussed with particular reference to localized 
laryngitis. The best method at the present time is 
tracheofistulization. This does not cause the mutila- 
tion of tracheotomy and is associated with less 
danger of infection. Moreover, by preventing spasm 
of the glottis it facilitates the use of chemicals and 
other treatment. W. A. BRENNAN. 


Greif: Laryngeal Perichondritis Due to Roentgen- 
Ray Treatment (Périchondrite laryngée due a 
Vapplication des rayons X). Arch. internat. de 
laryngol., 1924, Xxx, 67. 

After two applications of the roentgen rays in the 
neck region, Greif’s patient complained of dysphagia 
and dryness of the throat. Laryngoscopic examina- 
tion showed prominence, swelling, and infiltration 
of the arytenoid cartilages, swelling of the mucosa of 
the interarytenoid space, and infiltration of the ary- 
epiglottic folds and the ventricular bands. The 
mucosa of the posterior laryngeal wall was dry, red, 
and rough, but its appearance was not that of an 
acute oedema. After a year the larynx was still 
abnormal. If the cause had not been known, the 
picture would have led to the diagnosis of perichon- 
dritis of bacterial or syphilitic origin. 
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In conclusion Greif states that Marschick found 
hyaline cartilage very sensitive to the X-ray. 
W. A. BRENNAN. 


Williamson, G. S.: The Thyroid Apparatus in 
Man. Lancet, 1923, ccv, 1337. 


On the basis of 2,000 autopsies, the author de- 
scribes the gross and microscopic anatomy and 
physiology of the thyroid, parathyroid, and thymus 
glands, and concludes that these structures are 
intimately related anatomically, physiologically, and 
pathologically, constituting an apparatus with a 
specific function. The thyroid gland is the main 
organ. The parathyroids, which are located in the 
course of the outflow, act in a neurolymphatic 
capacity to measure the efficiency of the thyroid and 
through the sympathetic nervous system to adjust 
the thyroid activity to the needs of the body. The 
thymus is a reservoir for the effluent. This it stores, 
according to its nature, either as fat or in lympho- 
cytes, which are probably manufactured and 
absorbed in situ. 

Since an important function of the lymphocytes 
is the carrying of nitrogen (nucleo-nitrogen, purin, 
amino-acid, peptid), the author is working on the 
hypothesis that the thyroid apparatus is concerned 
primarily in the control of the direction of the pro- 
tein synthesis in the body of plastic nitrogen or 
trophic nitrogen as required. The thymus is the 
reserve store of such nitrogen. Even the fat phase 
in the thymus yields important nitrogen values for 
the tissues. 

The thyroid gland shows three phases: the indif- 
ferent phase, in which the gland is at rest; the colloid 
storage phase; and the secreting phase. These 
phases correspond respectively to the lymphoid, fat, 
and exhaustion stage of the thymic store. 

Contradictory results occur from feeding experi- 
ments with various thyroid extracts because these 
extracts are made from the average normal gland 
which consists of colloid extract, constant factors 
peculiar to the thyroid, and only variable quantities 
of the active secretion. The effect of the excision of 
various parts of the thyroid apparatus depends 
largely on the reaction of the organism to the secre- 
tory activity of the thyroid at the time. 

Wa ter C. Burket, M.D. 


Marine, D.: The Importance of Our Knowledge of 
Thyroid Physiology in the Control of Thyroid 
Diseases. Arch. Int. Med., 1923, xxxii, 811. 


The author reviews some of the more important 
facts of thyroid physiology and discusses their appli- 
cation to the control of thyroid disease. The major 
function of the thyroid is to maintain through its 
iodine-containing hormone a higher rate of me- 
tabolism than would be possible otherwise and 
to vary this rate. Thyroid removal in animals 
lowers the metabolism (measured as heat produc- 
tion) as much as 4o per cent. This is comparable to 
the maximum decrease seen in the most severe myx- 
cedema in man. The reduction is permanent if the 
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thyroid is completely removed, but if, as usually 
happens, fragments or accessories remain, regenera- 
tion occurs and the metabolism again rises, in some 
instances to normal. 

That the thyroid gland provides the means for 
varying the rate of heat production is demonstrated 
in several ways: 

1. It has been shown in animals that injury to the 
suprarenal glands causes a marked chronic increase 
in the heat production, provided the thyroid gland is 
intact, but that if the thyroid is removed before the 
suprarenal glands are injured the increase is much 
less or does not occur at all. 

2. In all mammals studied there is a marked rise 
in heat production during pregnancy and lactation. 
This relation of the thyroid to the increased heat 
production of pregnancy and lactation probably 
has an important bearing on thyroid enlargements 
(goiters) occurring during pregnancy and lactation. 

3. The administration of thyroid causes a striking 
increase in heat production. 

4. Thyroid removal causes a decrease in heat pro- 
duction. ‘There is some evidence also that the thy- 
roid is an important factor in the increased heat pro- 
duction accompanying bacterial infections. 

The thyroid exerts its influence on metabolism by 
means of its very stable iodine-containing hormone, 
thyroxin. Its functional activity is controlled main- 
ly through the blood stream. Thyroid tissue trans- 
planted to any part of the body shows the same 
capacity for hyperplasia, involution, and the storage 
of iodine as the normal gland. 

The thyroid exhibits great variation in functional 
activity to meet the wide variations in metabolism 
occurring during life, particularly in the female. 
Many observers have noted the increased incidence 
of thyroid enlargement (goiter) during the winter 
and spring months. There is a notable increase in 
thyroid activity at puberty, during pregnancy, lacta- 
tion, the menopause, protracted febrile reactions 
(tuberculosis and syphilis), and following the pro- 
longed use of certain diets, particularly those with a 
high fat and protein content. 

Increased thyroid activity is associated with a 
decrease in the iodine store in the gland, provided 
the intake of iodine at such times is not correspond- 
ingly increased. If theiodine store falls below 0.1 per 
cent, thyroid enlargement begins. When the iodine 
store is below o.1 per cent, hypertrophic and hyper- 
plastic changes are found regularly. The iodine store 
progressively decreases as the degree of hyperplasia 
increases so that, in the most marked hyperplasias, 
iodine is usually absent or present only in traces. 
The generalization may be made that the iodine 
store varies inversely with the degree of active hyper- 
plasia. 

Experiments have shown clearly that the changes 
in the iodine store and in the histologic structure 
which occur in experimentally controlled hyper- 
plasia are identical with those occurring in sponta- 
neous hyperplasia of goiter. Experiments on dogs 
have proved also that iodine controls thyroid over- 


growth, and have demonstrated the unique physio. 
logical fact that a single organic element prevents 
overgrowth of the gland and controls the functional 
value of its secretion. 

Simple goiter is a compensatory or work hyper- 
plasia dependent immediately on a relative or abso- 
lute deficiency of iodine. The first change in the 
thyroid in developing goiter is a marked decrease in 
the iodine store. When this store has fallen below 
0.1 per cent, increased vascularity and cell hyper- 
trophy and hyperplasia occur. In man, this cellular 
hyperplasia is frequently irregular and nodular— 
the struma nodosa or adenomatous goiter. 

The treatment of simple goiter is preventive or 
curative. Iodine is effective in whatever form or 
manner it is administered. 

Exophthalmic goiter may be defined as the mani- 
festation of a disturbance of the regulatory control 
and functional interaction of organ activities which 
is characterized by increased metabolism of thyroid 
origin, asthenia, and tachycardia. The thyroid 
plays an important réle in the clinical manifesta- 
tions of the disease but we must look beyond this 
gland for the essential and primary lesions. There 
is evidence that the thymus, liver, sex glands, supra- 
renals, and interrenals are involved. In experiments 
on animals the author has found considerable evi- 
dence that the iodine store in the thyroid is markedly 
reduced during the period of increased heat produc- 
tion following injury to the adrenals, and has been 
able to cause secondary increases in heat production 
after thyroid exhaustion by the administration of a 
few milligrams of iodine. 

ARTHUR L. SHREFFLER, M.D. 


Reinhard, W.: Experimental Investigations on the 
Relationship of the Cervical Sympathetic to the 
Thyroid Gland (Experimentelle Untersuchungen 
ueber die Beziehungen des Halssympathicus zur 
Schilddruese). Deutsche Ztschr. f. Chir., 1923, clxxx, 
170. 

In experiments on dogs, chronic irritation of one 
cervical sympathetic nerve with the faradic cur- 
rent caused enlargement of the corresponding lobe 
of the thyroid gland. Microscopical examination 
showed a distinct increase in the colloid content of 
the lobe on the irritated side. 

By means of total extirpation of a cervical sym- 
pathetic nerve the thyroid lobe on the same side was 
reduced in size. Microscopical examination of the 
lobe revealed a diminished colloid content. 

From these experiments it would appear that the 
cervical sympathetic nerve provides trophic fibers 
for the thyroid gland, and that the quantitative 
production of colloid is governed by it. 

STEGEMANN (Z). 


Breitner, B.: The Effect of Iodine on the Thyroid 
(Bemerkungen zur Jodwirkung auf die Schild- 
druese). Wien. klin. Wcehnschr., 1923, Xxxvi, 

Following a review of the history of the io line 
treatment of goiter the author discusses the rela- 
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tionship of this treatment to present-day theories 
regarding the physiology of the thyroid. This he 
does by answering three questions as follows: 

1. What is the relationship of the colloid and 
iodine content of the gland? According to the 
secretion theory, the colloid is the reserve secretion 
of the thyroid which is activated by the iodine and 
thrown into the circulation when a demand arises 
for it in the organism. 

2. Why is the iodine effect different in the dif- 
ferent types of goiter? In congestive goiters activa- 
tion and outflow of the reserve colloid occurs, while 
in parenchymatous goiters the outflow is at first 
inhibited. In both cases the specific iodine effect 
is to be explained by increased efficiency of the 
secretion. 

3. Why does the administration of iodine exert a 
favorable influence in certain cases of Basedow’s 
disease? The favorable effect of very small doses of 
iodine is to be explained on the basis of the etio- 
logical character of the disease. Improvement is to 
be expected in all cases in which an increased demand 
on the thyroid is met by artificially increasing the 
iodine content of the secretion: SALzeER (Z). 


Viannay: The Treatment of Suppurative Thyroid- 
itis: Statistics on Eight Cases (Du traite- 
ment des adenomes thyroidiens suppurés—strumites: 
statistique personnelle de huit observations). Lyon 
chir., 1923, Xx, 820. 


Two of the author’s patients developed suppura- 
tive thyroiditis following puerperal infection, two 
following influenza, two following pneumonia, and 
one following an influenzal bronchopneumonia. In 
one case suppuration occurred without apparent 
cause. 

In one case Viannay merely drained the thyroid 
by incision. In another he incised and curetted. 
In the latter the thyroid was calcified and sub- 
sternal. In three cases he removed the gland after 
drainage had been instituted by another surgeon, or 
after the suppurative process had ruptured. In 
three others he performed a primary thyroidectomy. 
Primary thyroidectomy he regards as the procedure 
of choice. Loyat E. Davis, M.D. 


Stahnke, E.: The Histological and Clinical Find- 
ings in Struma in Children in Lower Franconia 
(Zur Histologie und Klinik jugendlicher Strumen 
in Unterfranken). Arch. f. klin. Chir., 1923, cxxv, 
193. 


The author observed fifty operative cases of goiter 
in children at the Wuerzburg clinic from the fall of 
1920 until the summer of 1922. The ages were as 
follows: one case, 6 years; two cases, 7 years; three 
cases, 8 years; six Cases, 10 years; One case, II years; 
two cases, 12 years; Seven Cases, 13 years; two cases, 
14 years; eight cases, 15 years; nine cases, 16 years; 
twelve cases, 17 years. Thirty-three of the patients 
were males. 

_ The investigation was conducted with the follow- 
ing questions in mind: 


1. What is the histological picture of struma in 
children of Lower Franconia? 

2. Which clinical symptoms can be attributed 
to the functional condition of the thyroid gland? 

3. What correspondence is there between the 
clinical symptoms and the histological picture? 

4. Can any deductions as to the treatment be 
arrived at from our investigations, and what are 
they? 

The investigations led to the following conclu- 
sions: 

1. Histological examination showed that the 
incidence of diffuse and nodular strumata is the 
same. 

2. The nodular formation occurs more fre- 
quently at the age of puberty. 

3. In the nodular goiters there is evidence of a 
tendency toward proliferation of the epithelium. 

4. One cannot judge the histological picture from 
the functional condition (hypothyroidism, Basedow- 
like strumata, etc.), or vice versa. 

5. In the cases of struma in children there is 
present a tendency toward hyperthyroidism. 

6. In cases of positive, symptom-producing stru- 
mata iodine treatment is to be rejected. 

7. In cases of compression of the trachea there is 
an absolute indication for operation. 

8. Nounfavorable results were observed following 
ligation of all four arteries or extensive resection. 

9g. Subsequent treatment with minimal amounts 
of iodine is to be recommended. Gass (Z). 


Jackson, A. S.: Pre-Operative Treatment of Pa- 
tients with Exophthalmic Goiter; With Spe- 
cial Reference to Lugol’s Solution of Iodine. 
Am. J. Surg., 1923, XXXvil, 315. 

The good results of surgery of the thyroid gland 
are due to vigilance in the pre-operative care and 
proper selection of the time of operation rather than 
to the recent development of a brilliant operative 
technique. In thirty cases of exophthalmic goiter 
in which Lugol’s solution was used before operation 
it caused a 20 per cent reduction in the basal metabo- 
lic rate and a corresponding reduction in the clinical 
symptoms. Consequently fewer preliminary liga- 
tions were necessary and there was less post- 
operative hyperthyroidism. 

As yet, the dosage of Lugol’s solution has not been 
determined definitely. In some cases a dosage of 6 
drops a day for four days causes marked improve- 
ment, but in others the administration of 10 drops 
a day for ten days does not yield as satisfactory 
results. Benefit from the treatment is indicated by 
the basal metabolic rate and clinical improvement. 
Lugol’s solution is especially valuable in the cases of 
patients who are first seen in a crisis. In very toxic 
cases, Jackson gives 10 drops until the pulse and 
temperature remain normal. 

Digitalis is given in all cases of exophthalmic 
goiter with evidence of cardiac dilatation, myocar- 
dial degeneration, or oedema of cardiac origin. 
Tincture of digitalis is given in doses of 1 to 2 c.cm. 
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three times a day until the patient complains of 
nausea. The diet should consist largely of fats or 
carbohydrates. 

Vomiting during a crisis cannot be controlled by 
drugs. In such cases a dry diet consisting of crack- 
ers, toast, or bread is tried and fluids are given by 
rectum or subcutaneously. Cathartics are usually 
avoided. 

Operation is never attempted during a crisis. 
Ninety per cent of the author’s patients are oper- 
ated upon under local anesthesia. 

ARTHUR L. SHREFFLER, M.D. 


Reinhard, W.: Extirpation of the Sympathetic 
Ganglia in Exophthalmic Goiter (Die Sympa- 
thicus-Ganglionexstirpation bei Morbus Basedowii). 
Deutsche Ztschr. f. Chir., 1923, clxxx, 177. 


In seven cases of classical Basedow’s disease and 
in one case of thyroidism (prominence of the eyes, 
lid symptoms, and struma without congestion) 


the author removed the upper and middle cervical 
sympathetic ganglia. The cases of classical Base. 
dow’s disease were cured. The only after-effects 
observed were occasional lachrymation and a marked 
injection of the conjunctiva immediately after the 
operation. 

The author recommends sympathectomy with 
strumectomy, since he obtains quicker and better 
results by the radical removal of the focus of the 
toxin. He resects the Basedow struma and removes 
the cervical sympathetic. 

He employs the sympathetic operation for thy- 
roidism, for the forme fruste of Basedow’s disease, 
for struma with thyrotoxic goitrous heart, and for 
the severe cardiac neuroses. 

The cure seems to take place in three stages: the 
stage of rapid improvement (exophthalmos, motor 
unrest, palpitation of the heart), the stage of slow 
up-building, and the stage of complete cure. 

STEGEMANN (Z). 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Cameron, H. C.: Intracranial Birth Injuries. 
Lancet, 1923, CCV, 1292. 

The author calls attention to the immediate and 
delayed symptoms produced by intracranial birth 
injuries, a subject which has been receiving con- 
siderable attention particularly on the part of neurol- 
ogists. .\ skillful routine examination of the new- 
born to determine the presence of intracranial 
hemorrhage is of the greatest importance. The 
name “‘Little’s disease” is properly applied only to 
two groups of cases: (1) those of paraplegic rigidity 
without mental defect or convulsions, and (2) those 
with general rigidity without convulsions or mental 
symptoms. Intracranial hemorrhage at birth does 
not always cause permanent damage. 

Loyat E. Davis, M.D. 


Harvey, S.C.: Compound Craniocerebral Injuries. 
Boston M.& S.J., 1923, clxxxix, 911. 


Of 159 cases of skull fracture observed by the 
author during the last five years, fourteen presented 
a wound which established direct continuity between 
the brain and the external surface of the skull. The 
majority of such compound craniocerebral injuries 
fallinto two groups: (1) wounds of the vault, usually 
lacerating but sometimes penetrating, and (2) 
wounds communicating with the air sinuses of the 
nasopharynx and usually produced by indirect 
violence. Twelve patients had a wound of the vault, 
and two an injury involving the air sinuses. 

The primary aim in the treatment of such com- 
pound wounds is the prevention of meningitis, en- 
cephalitis, and abscess of the brain. The infectious 
material and tissue which is so damaged that it 
cannot resist infection should be removed as soon 
and as thoroughly as possible and the opening from 
the external surface to the brain should be closed to 
prevent future infection. The wound in the scalp 
and the damaged bone should be excised en bloc. 
It is essential that the bone be removed outside the 
area of gross contamination and over intact dura. 
As a rule the lacerated dura soon becomes adherent 
to the subjacent meninges. Such adhesions should 
be disturbed as little as possible. Damaged cortex, 
gross dirt, and foreign bodies should be removed 
from the cerebral substance. The closure of the 
débrided wound should be effected in layers and in 
such manner that there will be no cerebrospinal 
fluid leakage. A small rubber-tissue wick may be 
used as a drain for the first few hours immediately 
after the operation. The first evidence of infection 
calls for wide opening of the wound and the use of 
protective tissue to prevent a fungus cerebri. 


NERVOUS SYSTEM 


Of the fourteen patients with a wound from the 
skull to the brain, nine were operated upon and eight 
survived. None died from infection. Of the five not 
operated upon, two survived. The remaining three 
deaths were due to severe concussion of the brain. 

Loyat E. Davis, M.D. 


Weitzel, L.: The Prognosis After Trephination 
yong des trépanés). Rev. de chir., Par., 1923, 
xlii, 586. 


The author examined 340 patients who had 
received head wounds during the war. In some 
cases the examination was made as long as seven 
years after the operation. 

In such cases the defect in the skull becomes par- 
tially filled by fibrous tissue. Foreign bodies within 
the cerebral substance do not necessarily provoke 
fatal complications but always represent a potential 
danger. Localized lesions of the motor, sensory, 
auditory, or visual centers have a distinct tendency 
to improve. Epilepsy was rare in the cases studied, 
and when it developed usually appeared within the 
first eighteen months after the injury and gradually 
ceased. Mental or psychic symptoms varying from 
simple failure of memory to marked mental defects 
occurred in 25 per cent of the cases. 

Loyat E. Davis, M.D. 


Olmos, J. E., and Lizondo, R.: Traumatic Cere- 
brospinal Rhinorrhcea Due to Opening of the 
Anterior Prolongation of the Right Lateral 
Ventrical (Rinorrea cerebroespinal traumética por 
abertura del prolongamiento anterior del ventriculo 
lateral derecho). Semana méd., 1923, Xxx, 305. 


The authors report the case of a man who sus- 
tained a fracture in the frontal region which was 
followed by coma for two days and subsequently by 
continuous headache which was especially severe on 
the right side. In less than a month, Bravais- 
jacksonian epilepsy developed, the attacks occurring 
at varying intervals. The patient was not seen by a 
physician until nine months after the injury, when 
he was brought to the hospital in a semi-unconscious 
state with incontinence of urine and feces. When 
his head was inclined on his chest a continuous jet of 
fluid issued from the right nostril. Analysis showed 
this to be cerebrospinal fluid. The patient died in 
convulsions a few weeks later. 

Autopsy revealed an opening of the anterior pro- 
longation of the right lateral ventricle. The authors 
conclude that the trauma caused the immediate 
opening of the posterior wall of the right frontal 
sinus, rupture of the dura at this site, and rupture of 
the encephalic mass with the production of hemor- 
rhage and a consecutive hematoma, a thin septum 
keeping the walls of the newly formed cavity sep- 
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arated from the anterior prolongation of the right 
lateral ventricle. The cause of the headache and 
epilepsy they believe was a chronic inflammatory 
process. They assume that the general high tension 
of the cerebrospinal fluid and the epileptic attacks 
caused an increase in the tension in the ventricular 
cerebrospinal fluid resulting in its expulsion through 
the nose and the opening of the lateral ventricle into 
the cavity formed by the trauma. W. A. BRENNAN. 


Farr, R. E.: Encephalitis Simulating Acute Ab- 
dominal Conditions. Minnesota Med., 1923, vi, 
585. 

Farr reports three cases of apparently surgical 
conditions of the abdomen which were ultimately 
diagnosed as encephalitis. 

The first case was that of a man 56 years of age 
who entered the hospital with certain symptoms 
which were typical of acute intestinal obstruction 
but also with others, such as moderate rigidity of the 
neck and transitory delirium, which were atypical. 
As the nature of the condition was not clear, opera- 
tion was deferred and a neurologist was called into 
consultation. Later the patient developed a tem- 
perature of 103 degrees F., hallucinations, a left 
Babinski reflex, and nystagmus. A year later his 
condition was greatly improved. 

The second case was that of a man of 26 years who 
complained of very severe abdominal pain of a week’s 
duration, associated with dysuria, sleeplessness, and 
attacks of vomiting. As the physical examination 
was practically negative, operation was deferred. 
During the next few days the patient showed many 
signs of negativism and at times was irrational. On 
Spinal puncture the spinal fluid was found normal. 
The symptoms, a history of ‘‘confusion of vision” 
at one time, a slight ptosis, and weakness of the 
patellar and Achilles reflexes led to a diagnosis of 
encephalitis or polio-encephalitis. The patient made 
an apparently complete recovery. 

The third case was that of a woman 23 years of age 
who entered the hospital with a diagnosis of acute 
appendicitis. Generalized abdominal pain had 
begun suddenly two days previously and vomiting 
had occurred several times. Examination was 
negative except for tenderness of the abdomen with 
rigidity of the right side, especially in the lower 
quadrant. The temperature was to2 degrees F. 
The leucocyte count was 16,000. Operation was 
deferred for a few days. At laparotomy on the 
seventh day the appendix, tubes, ovaries, and gall 
bladder were found normal. Later the patient was 
discovered walking in her sleep, and three weeks 
later her right foot became numb and she lost the 
power to flex it. The diagnosis was polio-encepha- 
litis. The patient made a complete recovery except 
for slight fvot-drop. I. M. Hay, M.D. 


Bagley, C., Jr.: Brain Abscess. J. Am. M. Ass., 
1923, Ixxxi, 2161. 


In spite of gradually increasing interest in neuro- 
logical surgery, a review of the literature and of cases 


which the author has studied shows that the cure of 
brain abscess is still almost as much a matter of luck 
as it was twenty-five years ago. The main reason for 
the high mortality in this disease is the hesitancy 
with which surgical interference is decided upon and 
the difficulty of making a definite diagnosis until the 
condition is far advanced and obviously hopeless, 

The author reports ten cases which illustrate: 

1. The difficulty in differentiating betwcen the 
symptoms of the primary inflammation (mastoiditis. 
otitis media, accessory nasal sinus disease) and those 
of the secondary brain abscess. 

2. The difficulty in differentating brain tumor or 
encephalitis from brain abscess. 

3. The danger in cases of high intracerebral pres- 
sure of inducing fatal compression of the medulla or 
favoring rupture of the abscess into the cerebral ven- 
tricles by lumbar puncture. 

4. The difficulty in determining the site of the 
lesion if the patient is unable to cooperate. 

In the surgical management of brain abscess the 
author makes a small trephine opening and places a 
split rubber tube drain as near the bottom of the 
abscess as possible without disturbing the abscess 
wall. The drain is cut off at the surface of the skin, 
and dressings are done frequently. This procedure 


’ ensures good drainage by gravitation, prevents ex- 


tension of the process and herniation of the brain, 
and allows the gradual extrusion of the drain as 
healing progresses. 

Of the author’s twenty-four patients, three died 
before coming to operation and twenty-one were 
operated upon. Of the latter, twelve (57 per cent) 
recovered. Knute H. Houck, M.D. 


Souttar, H.S.: Intracranial Tumors. Lance/, 1923, 
ccv, 1176. 

Cysts are an easier surgical problem than other 
cranial tumors. Traumatic cysts follow subdural 
or intracerebral hemorrhage and may remain latent 
for years. A gliomatous cyst may sometimes re- 
place the original tumor to such an extent that the 
latter cannot be recognized, but after the removal of 
the cyst the original tumor tends to recur. Of the 
granulomata, tubercle is the most common in child- 
hood but is rare after the twentieth year of age. 
Tubercles are frequently formed in the cerebellum 
and may remain latent for a long time. Syphilis is 
a disease of adult life, and usually involves the me- 
ninges at the base. Chronic abscesses may have 


such thickened walls that they closely simulate new. 


growths. 

The true neoplasms may be classified in four main 
groups. Fibromata arise from the auditory nerve 
and form the characteristic tumors of the cerebello- 
pontine angle. Endotheliomata arise from the me- 
ninges, usually from the dura of the anterior vault; 
they never invade the brain, but grow externally and 
form external bony tumors. From the brain itself 
only gliomata arise. These are true malignant 
tumors and because of their infiltrating growth 
cannot be removed. 
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Secondary tumors may be formed within the cra- 
nial cavity from malignancy elsewhere. 
Paut R. M.D. 


Weil, M. P., and Weismann-Netter: Cerebromen- 
ingeal Tumors and the Bordet-Wassermann 
Reaction (Tumeurs cérébro-meningées et réactions 
de Bordet-Wassermann). Bull. et mém. Soc. méd. d. 
hép. de Par., 1923, 3 S. XXXIX, 1423. 


It is pointed out that neoplasms of the meninges 
or structures in juxtaposition to them may cause a 
positive Wassermann reaction of the cerebrospinal 
fluid and an increased albumin content and cell 
count. Loyat E. Davis, M.D. 


Dott, N. M.: An Investigation into the Function 
of the Pituitary and Thyroid Glands. Part I. 
The Technique of Their Experimental Surgery 
and a Summary of Results. Quart. J. Exper. 
Physiol., 1923, xiii, 241. 

This article is a preliminary communication deal- 
ing chiefly with the technique of experimental animal 
work on the thyroid and pituitary glands. Hyper- 
function of these glands was obtained by the injection 
and feeding of gland extracts, and hypofunction by 
operation. The technique of the operation is re- 
viewed in detail. 

The operative work on the pituitary body included 
complete extirpation, partial removal of the anterior 
lobe, partial removal of both lobes, partial removal of 
the anterior lobe and total removal of the posterior 
lobe, section of the stalk with the anterior lobe ves- 
sels, stalk section with division of the anterior lobe 
vessels and the insertion of a platinum plate and total 
excision of the posterior lobe. 

The findings of the experimental work prove that 
the anterior lobe exerts a powerful influence on the 
cell activities of the tissues. This is shown by a rise 
or fallin the metabolic rate as indicated by the tem- 
perature, by the degree of adiposity, by the mental 
condition, and by the rate of general development. 
It exerts a specific and vital influence also on tissues 
of embryonic type, as represented by epiphyseal 
cartilage and germinal epithelium, causing either 
their degeneration by its insufficiency or their 
activity by its excess. 

The author suggests that the cause of experimental 
hypophyseal polyuria is a stimulation causing in- 
creased secretion of the pars intermedia. 

Complete removal of the pars nervosa causes no 
physiological disturbance. 

Thyroid disturbance is the inevitable consequence 
of experimental hypopituitarism. In future investi- 
gation the effects of thyroid derangements alone 
must be compared with those of thyroid and pitui- 
tary insufficiency. 

The author concludes that the thyroid gland 
exercises the same iniluence on general cell activity 
and the metabolic rate as the anterior lobe of the 
pituitary. Therefore these glands may act indepen- 
dently of each other and vicariously for each other. 
In contrast to the thyroid, which influences the rate 
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of tissue processes only, the pituitary body exerts a 
special influence also on the vitality of the embryonic 
types of tissue. R. M.D. 


SPINAL CORD AND ITS COVERINGS 


Aycock, W. L., and Amoss, H. L.: Experiments on 
1 Specific Therapy in Poliomyelitis: The 
Utilization of Hypertonic Solutions in the 
Serum Treatment of Experimental Poliomye- 
litis. Bull. Johns Hopkins Hosp., Balt., 1923, xxxiv, 
361. 


Specific antibodies are known to be present in the 
blood sera of man and monkeys following recovery 
from poliomyelitis. As attempts to obtain an 
artificial hyper-immune serum have failed, experi- 
ments were carried out by the authors to determine 
the optimal use of the convalescent serum. Intra- 
venous and intraspinal injections of this serum were 
not as beneficial as expected, for the reason that the 
virus is located in the nerve tissue, accessible to only 
a slight amount of the blood-borne antibody, and 
not reached at all by intraspinal injections, the flow 
of the spinal fluid being away from the parenchym- 
atous perivascular spaces, the choroid plexuses, 
and the ventricles into the subarachnoid space. 

From the work of Weed it was learned that 
anemia of the central nervous system, whether 
caused by exsanguination, tying of the carotids, 
or the intravenous injection of hypertonic sodium- 
chloride solution, induced a temporary reversal of 
the cerebrospinal fluid away from the subarachnoid 
space into the dural sinuses and by way of the tissue 
spaces into the capillaries so that it bathed the 
fibers of the white matter and the cells of the gray 
matter. From this fact the conclusion was drawn 
that the intravenous injection of sodium chloride 
would enable poliomyelitis antibodies introduced 
into the spinal canal to permeate to the site of the 
virus in the nerve tissue. 

Acting on this hypothesis, the authors caused 
poliomyelitis in monkeys by means of intracerebral 
inoculations of a suspension of glycerolated spinal 
cord from clinical cases and injected intravenously 
from 6 to 20 c.cm. of a 30 per cent solution of sodium 
chloride to bring about a reduction in the volume 
of the brain and cord. The findings were as follows: 

1. Reversal of the flow of spinal fluid was found 
to occur in the oedematous, infiltrated tissues of 
diseased animals, and reduction of the spinal fluid 
pressure was possible. 

2. In the course of the disease the use of hyper- 
tonic sodium-chloride solution alone was found of 
value to reduce the oedema. 

3. Daily repetition of hypertonic sodium-chloride 
injections was associated with the danger of re- 
spiratory failure. 

4. The optimal conditions for the administration 
of hypertonic solutions are yet to be worked out. 

5. Improvement was noted twenty-four hours 
after the use of sodium chloride with the intraspinal 
serum. 
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6. The best results in shortening the course and 
overcoming the paralysis were noted when the 
treatment included an additional intravenous in- 
jection of antiserum three hours later, at a time 
corresponding to the compensatory increase in the 
passage of fluid from the circulation to the central 
nervous system tissue. Knot H. Houck, M.D. 


PERIPHERAL NERVES 


Ballance, C.: Some Results of Nerve Anastomosis. 
Brit. J. Surg., 1923, Xi, 327. 

Failure to obtain good results following nerve 
injury in war wounds is due chiefly to sepsis about 
the nerve and concussion of the nerve, which make 
it impossible to bring fresh, live sections of the 
divided nerve together. In such cases the lateral 
implantation of the two ends of the divided nerve 
into a neighboring uninjured nerve is preferable to 
grafting and makes it possible to bridge a much 
larger gap. The author rejects the neurone theory 
of nerve regeneration, holding the view that the 
nerve tube is a chain of cells in functional relation 
but with individual life. 

In cases and in experiments on monkeys and dogs 
implantation of the severed median nerve into the 
ulnar and of the external popliteal into the internal 
popliteal was done with gaps of from '% to 5 in. 
between the implanted ends. The functional re- 
sults have been encouraging. The method of 
choice is the implantation of the freshened ends 
of the severed nerve into longitudinal incisions 
in the healthy nerve, and their fixation by two silk 
sutures. 

The author traces the evolution of the operation 
for the cure of facial palsy from 1895. The object of 
the experimental and practical work has been to gain 
the proper tonus on the paralyzed side of the face 
and as much voluntary function as possible, with 
prevention of the associated movements and minimal 
atrophy and paralysis. The nerves that have been 
used so far are the spinal accessory, the hypoglossal, 
and the descendens noni branch of the hypoglossal. 
In a new operation, still in the experimental stage, 
the attempt is made to anastomose both the de- 
scendens noni and the communicans noni with the 
severed end of the facial, and to implant the distal 
end of the descendens noni into a lateral incision in 
the phrenic in order to preserve the action of the 
laryngeal depressors. 

In experiments on animals in which the divided 
recurrent laryngeal nerve was anastomosed to the 
descendens noni or with the vagus the affected vocal 
cord first assumed the cadaveric position. After six 
to eight weeks it became straight but showed no 
respiratory movements. With regard to re-educa- 
tion of the paralyzed vocal cord, it has been sug- 
gested (and found true in experimental animals) that 
if partial asphyxia is induced, the abduction of the 
previously immobile vocal cord is caused by the 
strong inspiratory effort which follows. By daily 
repetition of this experiment in man, the immobile 


vocal cord might be taught to re-act with the 
opposite cord, at least in normal respiratory move. 
ment. Knut H. Houck, M.D. 


SYMPATHETIC NERVES 


Bruening, F.: The Operative Treatment of Angina 
Pectoris by Extirpation of the Cervical and 
Thoracic Sympathetics, and Remarks on the 
Operative Treatment of the Abnormal Rise in 
the Blood Pressure (Die operative Behandlung 
der Angina pectoris durch Exstirpation des Hals- 
Brustsympathicus und Bemerkungen ueber die 
operative Behandlung der abnormen Blutdruck- 
steigerung). Klin. Wehuschr., 1923. ii, 777. 


The good results obtained by Leriche with peri- 
arterial sympathectomy in angiospastic conditions of 
the extremities led Bruening to undertake the extir- 
pation of the cervical sympathetics in a case of 
angina pectoris with an angiospastic basis. This had 
been done twice by Jonnescu for angina pectoris 
accompanying arteriosclerosis and luetic aortitis, and 
once by Tuffier. 

Bruening’s patient, a woman, had had attacks of 
severe pain every other day which were associated 
with an increase in the blood pressure from 150 to 
240 mm. Hg. After the operation she was entirely 
free from these attacks and the blood pressure 
remained between 140 and 160 mm. 

Only the lower pole of the superior cervical gan- 
glion was resected, as it is from this that the ramus 
cardiacus superior has its origin; in addition, the left 
sympathetic nerve including the ganglion stellatum, 
was removed. 

The absence of pain from the day of operation was 
attributed at first to interruption of the paths of 
pain conduction by the extirpation of the ganglion, 
this conclusion being in accord with the theory that 
pain arises in the region of the sympathetics and is 
conducted by sympathetic paths. However, the free- 
dom from abnormal increases in the blood pressure 
indicated that the true cause of the freedom from 
pain was the non-recurrence of the angiospasm in the 
region controlled by the ganglion stellatum. Hence 
this case confirms the view that the pain in the heart 
is due to an angiospasm of the coronary arteries, as 
the rise in the blood pressure itself is not a cause of 
pain. 

Explaining the pain in the left arm during the 
attacks is the fact that pain stimuli from the heart 
or large vessels are transmitted to the centers of 
vasomotor function in the ganglion stellatum. This 
conclusion is supported by the observation of 
vasomotor disturbances caused by mechanical stimu- 
lation of the ganglion stellatum during operation. 
The angiospasm must be looked upon as the cause of 
the rise in the blood pressure. Next to the relief of 
the pain, the chief advantage of the operation is that 
it arrests the violent alterations in the blood pressure 
with their injury to the heart and the vessels. It is 
indicated, not only in angina pectoris, but also to 
combat abnormal increase in the blood pressure, for 
in the region governed by the extirpated ganglia it 
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causes a weakening of the vasoconstrictors and con- 
sequently a dilatation of the vessels and a decrease 
in the blood pressure. 

Under certain circumstances, when unilateral ex- 
tirpation fails to bring about sufficient reduction 
in the blood pressure, bilateral extirpation of the cer- 
vicothoracic sympathetics with the interruption of 
the plexus caroticus may be indicated. In addition, 
resection of the splanchnicus may be considered. 

After the operation the skin temperature was 
always somewhat higher in the left hand than in the 
right, and the plethysmograph curves showed a con- 
siderable difference. The secretion of sweat was 
reduced on the left side. During the operation a 
typical Horner syndrome was produced. In the first 
days following the operation the ocular phenomena 
receded somewhat. After that, they remained sta- 
tionary, but the patient was not sensible of them. 

Microscopic examination revealed inflammatory 
and degenerative changes particularly in the gan- 
glion stellatum. These might have been responsible 
for the functional condition of irritation in the sym- 
pathetic system. WortTMANN (Z). 
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Bardon and Mathey-Cornat: Periarterial Sym- 
pathectomy and Varicose Ulcers of the Leg 
(Sympathectomie périartérielle et ulcéres variqueux 
de jambe). Lyon chir., 1923, xx, 694. 

The authors report upon thirteen cases of varicose 
ulcers of the legs treated by periarterial sympathec- 
tomy of the femoral artery. The operation is in- 
dicated in cases of complex, rebellious ulcers and 
cases of simple lesions in which rapid healing is 
desired. The contra-indications are pronounced 
arteriosclerosis, cardiac decompensation, and renal 
or hepatic insufficiency. The technique of the opera- 
tion involves very delicate decortication of the femo- 
ral artery without perforation of its wall. 

The results are astonishingly rapid. In the authors’ 
cases, which were not selected, cicatrization of the 
ulcers occurred within six to thirty-five days after 
the operation. All types of ulcers were represented 
and the majority of patients had been subjected to 
the usual treatments. In three of the thirteen cases 
the original condition has remained unchanged, in 
one case after a year, and in the two others after two 
years. Loyat E. Davis, M.D. 
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CHEST WALL AND BREAST 


Stulz, E., and Fontaine, R.: Lipophagic Granulo- 
ma of the Breast (Le granulome lipophagique du 
sein). Rev. de chir., Par., 1923, xliii, 646. 

Stulz and Fontaine refer to a benign lesion of the 
breast of traumatic origin which simulates cancer. 
They have observed such a case. They refer also 
to the work of Lee and Adair in America who have 
reported the same condition as ‘‘traumatic fat 
necrosis of the breast.” 

The authors’ case was that of a 52-year-old woman 
who had borne two children. A month before she 
sought treatment she had suffered an injury of the 
left breast which resulted in a tumor. On examina- 
tion in the hospital the clinical findings led to a 
diagnosis of cancer, the traumatism being credited 
with stimulating a pre-existing neoplasm. The breast 
was amputated. 

During the operation the authors observed the 
rupture of a cystic cavity containing a clear yellow 
oily fluid. This was examined microscopically but 
no evidence of cancer was found. The pseudo-tumor 
was a fat cyst with thickened wall. The wall con- 
tained young connective tissue and multinuclear 
cells resembling giant cells around foreign bodies. 
The lesion was due to inflammatory reaction of the 
mammary fat. The authors designate it as a ‘‘lipo 
phagic granuloma” and suggest the substitution of the 
term ‘traumatic lipophagic granuloma” for the term 
“traumatic fat necrosis” used by Lee and Adair. 

Nine cases were found in the literature. In six 
there had been a violent traumatic shock, but in the 
three others the tumor followed a simple hypodermic 
puncture. The lapse of time between the injury and 
the appearance of the tumor ranged from three weeks 
to ten years. Seven of the nine subjects were affected 
with obesity. In six cases the symptoms suggested 
cancer. A correct diagnosis was made only in one 
case. 

The authors object to Lee and Adair’s classifica- 
tion of traumatic fat necrosis of the female breast 
as a distinct clinical entity. They regard all such 
lesions (lipophagic granuloma of the breast, paraf- 
finoma, vaselinoma, etc.) as manifestations of the 
same pathologic process, viz., granuloma of the fat tis- 
sues. In the breast, a lipophagic granuloma acquires 
greater clinical importance because it resembles a 
common type of breast cancer. W. A. BRENNAN. 


TRACHEA, LUNGS, AND PLEURA 


Heuer, G. E.: Empyema of the Pleural Cavity. 
Ann. Surg., 1923, Ixxviii, 711. 


One of the most important factors in the cure of 
acute empyema and the prevention of chronic em- 


pyema is early recognition of the condition. In 
Heuer’s opinion, empyema is frequently overlooked 
by the general practitioner. In 50 per cent of a 
series of 425 cases seen at the Johns Hopkins Hos- 
pital, Baltimore, the condition had not been prompt- 
ly recognized or not properly treated. 

The mortality of empyema depends upon many 
factors. In children under 2 years of age, Heuer 
finds the mortality 39 per cent. Between the second 
and fifth years it is 16 per cent; between the fifth 
and tenth years, 1.6 per cent; between the eleventh 
and twentieth years, 11 per cent; from 21 to 50, 35 
per cent; and after 50, 8 per cent. In empyema fol- 
lowing pneumonia it is 11 per cent; in tuberculous 
empyema, 43 per cent; in postoperative empyema, 
41 per cent; in empyema following injury, 33 per 
cent; in empyema due to a miscellaneous group of 
infections, 40.5 per cent. 

The type of organism is also of importance in the 
mortality. The mortality due to the pneumococcus 
was g per cent; that due to the streptococcus pyogenes, 
22.5 per cent; that due to the streptococcus hemo- 
lyticus, 15.5 per cent; that due to the staphylo- 
coccus, 17 per cent; and that due to the influenza 
bacillus, 16 per cent. In the presence of complica- 
tions such as unresolved pneumonia, pulmonary 
abscess, pericarditis, peritonitis, meningitis, and 
septicemia, the mortality is high. In the author's 
cases in which such complications were absent it was 
6.5 per cent. 

Heuer believes that the use of local anesthesia 
reduces the mortality. In a relatively large group 
of cases in which the empyema is localized or encap- 
sulated and the patient is not seriously ill, it makes 
lit le difference as far as the mortality is concerned 
whether the air-tight method of drainage, intercos- 
tal incision with open drainage, or rib resection with 
open drainage is done. On the other hand, in the 
cases of patients who are acutely ill or suffering with 
a unilateral or bilateral pneumonia the choice of 
operation is of very great importance. In such cases 
the less extensive the operation the better; especially 
in cases of pneumonia, surgical pneumothorax must 
be prevented. Particularly in children, marked 
improvement in the mortality has been noted since 
the establishment of air-tight drainage or aspiration 
drainage. In the series of cases studied the use of 
Dakin’s solution in the postoperative treatment con- 
tributed to the good esults. 

The tendency to chronicity in empyema is favored 
by thickening of the pleura, inadequate drainage, the 
presence of encapsulated pockets, the presence of 
foreign bodies, and inadequate postoperative care. 
Since the use of air-tight suction drainage, either 
with or without rib resection, plus dakinization of 
the cavity, none of the author’s cases of acute 
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empyema has become chronic. In the control of 
the postoperative course frequent X-ray examina- 
tions are necessary. 

In the series of cases reviewed the great increase 
in the percentage of cures in a period of thirty-six 
davs following the Carrel-Dakin treatment is a 
striking indication of the value of adequate post- 
operative treatment. This treatment can be car- 
ried on best in a hospital; in the last few years the 
author has refused to discharge a case of acute 
empyema from the hospital until a complete cure 
has been effected. 

The restoration of the functional capacity of the 
lung on the involved side is the more complete the 
quicker the recovery. When the convalescence is 
prolonged, retraction of the chest, thickening of the 
pleura, fixation of the diaphragm, and a decrease in 
functional capacity are relatively common. 

In chronic empyema the lung does not expand and 
fill in the cavity because of the adhesions between 
the pleural layers at the margins of the cavity and 
because of the thickened, resistant, inelastic pleura. 
This can be corrected by three methods: (1) the 
Fowler-Delorme operation, which removes the vis- 
ceral pleura; (2) excision of the parietal pleura as 
described by the author, which severs the union 
between the visceral and parietal pleura; and (3) 
sterilization of the infected pleura, which is followed 
by absorption of the pleura. 


In 1920 the author reported seven cases in which, 
by sterilizing a chronic empyema cavity, he caused 
an unobliterated cavity to remain sterile and even- 
tually to become obliterated spontaneously by the 
expansion of the lung. B. Bettman, M.D. 


MISCELLANEOUS 


Deal, D. W., and Palmer, G. T., and Cole, H. H.: 
The Indications and Technique for Major 
Chest Surgery. Iilinois M. J., 1923, xliv, 320. 

The authors call attention to the advances made 
by modern surgery in the field of thoracic diseases. 
To illustrate operations they report several cases. 
A number of instruments devised by them for 
thoracic operations are described briefly. 

In the authors’ experience the incision along the 
seventh interspace is too low for favorable exposure; 
therefore they make the incision in the sixth inter- 
space. They call attention to the fact that most 
of the poor results attending operative open pneu- 
mothorax are due to the suddenness of the change in 
the intrathoracic pressure relationships rather than 
to the change itself. Therefore, whenever possible, 
they accustom the mediastinum and the large thoraic 
vessels to the operative conditions by gradually in- 
creasing the intrathoracic pressure by means of the 
usual artificial pneumothorax. 

B. BetrMan, M.D. 


In 
ked 
f a 
los- 
pt- 
iny 
uer 
ynd 
fth 
ath 

35 { 
fol- 
ous 
na, 
per 

of 
the 
cus 
es, 
10- 
lo- 
za 
ca- 
ry 
nd 
r’s 
‘as 
sia 
up 
ed 
ith 
he 
th 
of 
ly 
ist 
ed 
ce 
on 
of 
n- 
ed 
he 
of 
e. 
er 
of 
te 


2 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Seelig, M. G., and Chouke, K.S.: A Fundamental 
Factor in the Recurrence of Inguinal Hernia. 
Arch. Surg., 1923, Vii, 553- 


Because of the high incidence of recurrence fol- 
lowing operations for the cure of hernia, the authors 
planned experiments to determine whether muscle 
will unite with fascia. The Bassini operation, the 
standard operation of today, has as its anatomical 
basis the suturing of the internal oblique muscle to 
Poupart’s ligament to reconstruct the floor of the 
inguinal canal. The question arises whether these 
structures will unite. A number of observers report 
that they do not, as evidenced by examination at the 
time of the second operation. 

The experimental study was made on the fascia 
lata and muscles of the thigh o° dogs. The fascia was 
incised and sutured to the muscle without tension. 
Various suture materials were employed. Some 
were purposely soiled to observe the effect that infec- 
tion would have. In another group of animals the 
muscle was traumatized and the fascia sutured into 
the traumatized area. Inothers, fascia was sutured 
tofascia. The following results are reported: 

1. In every instance of clean wound healing, the 
fascia was widely separated from the muscle to which 
it had been sutured. A very thin and translucent 
membrane of areolar tissue bridged the gap between 
the edges of the fascia and the muscle. Although 
there was no tension on the suture line, the non-ab- 
sorbable sutures usually cut their way through the 
muscle, and hung in the fascial edge. In some in- 
stances there occurred along the suture a reactionary 
fibrosis, indicated by opaque white streaks in the 
delicate layer of areolar tissue described. It seemed 
to make no difference whether catgut or silk was 
used, or whether the suture was a continuous or in- 
terrupted suture. In wounds that healed by pri- 
mary union the muscle and fascia would not estab- 
lish a close union. 

2. In every case of wound infection, the fascia 
was separated widely from the muscle to which it had 
been sutured. In these instances of wound infection, 
the layer of delicate areolar tissue described was 
usually absent, but the reactionary inflammation 
about the sutures was more marked that in the clean 
wounds. The streaks of heavy connective scar tissue 
bridged the space from muscle to fascia. In no 
instance of simple suture in which infection took 
place was there a solid sheet of heavy connective 
tissue uniting the edges of the separated muscle and 
fascia. In these infected wounds, therefore, there 
was neither direct union of muscle and fascia nor even 
continuous indirect union by a solid uninterrupted 
layer of cicatricial tissue. 


3. In every instance in which the muscle was 
traumatized by the excision of a wedge so that the 
fascia could be sutured in the raw trough, there was 
an attempt at direct union between fascia and mus- 
cle. This union was complete in only one instance. 

Applying these observations to the usual technique 
for hernia operation, the authors come to the follow- 
ing conclusions: 

1. Normal muscle will not unite firmly with fascia 
or ligament. It is therefore a useless procedure to 
suture the abdominal muscle to Poupart’s ligament 
in the hope of buttressing a weak or ruptured ab- 
dominal wall. 

2. Fascia unites well with fascia. 

3. The weak abdominal wall should be strength- 
ened by a method to secure fascia-to-fascia approxi- 
mation. Joun A. Wotrer, M.D. 


GASTRO-INTESTINAL TRACT 


Walton, A. J.:_ The Chronic Dyspepsias of Women. 
Lancet, 1923, ccv, 1333. 


The chronic dyspepsia of many years’ duration 
may resemble superficially but not essentially any 
organic disease of the stomach, duodenum, gall 
bladder, pancreas, or appendix. Eighty per cent of 
the subjects are females. 

A typical case of chronic dyspepsia is that of a 
woman between 20 and 30 years of age who, since 
her twelfth to fifteenth year, has had more or less 
continuous severe epigastric pain which passes 
around to the back, is increased by food and exer- 
cise, comes on after meals, becomes worse in the 
evening, and is sometimes relieved by lying down. 
The appetite is poor, and at times vomiting occurs. 
During severe attacks there may be hamatemesis. 
Another complaint is marked constipation. Because 
of dieting and limited food intake there may be con- 
siderable loss of weight. The patient has a foul 
breath and a sallow complexion with areas of pig- 
mentation. Extreme cases may show the ptosis 
habitus. 

The definite pathology of the condition consists of 
localized abnormalities in the intestinal tract, 
changes in the general body structure, and altera- 
tions in the nervous system. The localized changes 
in the intestinal tract include abnormal mobility and 
general dropping of the viscera; Lane’s kink due to 
bands extending from the ileum near the cecum to 
the posterior abdominal wall; Jackson’s membrane. 
consisting of bands from the cecum and ascending 
colon to the right parietal wall; the mesocolic fold, 
due to bands about the duodenojejunal juncture: 
membranes from the liver to the duodenum or the 
hepatic flexure of the colon; Toldt’s membrane 
which binds the pelvic colon to the left iliac fossa; 
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and Payr’s membrane. These membranes and 
bands are often found accidentally, have been dis- 
covered in young children and in the fetus, and are 
doubtless congenital. They usually do not give rise 
to symptoms until ptosis occurs. 

In virginal types of chronic dyspepsia the patient 


. is thin, poorly nourished, poorly developed, and 


tall: the tissues are soft and relaxed; the chest and 
epigastric angle are narrow; the dorsal curvature of 
the spine is exaggerated; the lumbar curve is absent; 
the waist is long; and the pelvis appears too wide for 
the body. Flat feet, genu valgum, and scoliosis may 
be present. The maternal type is characterized by 
relaxation of the abdominal wall due to numerous 
pregnancies; visceral ptosis; rounding of the shoulders 
with absence of lumbar lordosis; and the symptoms 
of hysteria and general melancholia. 

Occasionally in apparently bright, healthy, ath- 
letic girls the ptosis and intestinal changes are re- 
cognized only at operation or X-ray examination. 
Fifty per cent of persons show a mobility and abnor- 
mal membrane formation which would usually be 
regarded as abnormal. Hence it appears that other 
factors such as general loss of muscle tone and pos- 
tural defects are necessary before symptoms result. 
Persons with poor mental capacity are more apt 
to have a loss of muscle tone than those of good 
mentality. 

The treatment is primarily medical, with atten- 
tion to physical exercise, rest, general hygiene, 
dieting, etc. A surgical procedure cannot be expected 
to relieve the postural defect, the general bodily and 
mental changes, and the numerous local intestinal 
conditions. However, when the majority or the 
most aggravating of the symptoms pertain to one 
viscus, such as the stomach, the cecum, or the as- 
cending colon, operative interference on that particu- 
lar structure may give relief though it may not cure. 
The operative release of membranes and bands that 
kink or obstruct, and the fixation of various abnor- 
mally mobile structures should be followed by 
medical treatment and the wearing of an abdominal 
binder. Resection of portions of the intestinal tract 
is becoming more and more limited. Resection of 
the colon has a high mortality and is not justifiable 
for any condition which would not in itself lead to 
death. Wa ter C. Burket, M.D. 


Nakamura, T.: Focal Infection in Ulcer of the 
Stomach. Aun. Surg., 1924, lxxix, 29. 


_ Streptococci, usually in large numbers, were found 
in the tonsils constantly, those of the viridans group 
usually predominating in incidence and number. 
Dilated crypts, believed to be the result of fibrous 
adhesions and filled with pus containing numerous 
streptococci and other bacteria, were found in the 
tonsils of many patients having ulcer of the stomach 
and arthritis. The value of tall tubes of glucose- 
brain-broth, which afford a gradient of oxygen 
pressure, is shown by the fact that platings from 
eighteen-hour cultures in this medium often gave 
pure cultures of streptococci whereas direct platings 


of pus from the tonsil yielded streptococci, staphy- 
lococci, micrococcus catarrhalis, and other bacteria. 

The lesions in the stomach and joints not only 
occurred in a higher percentage of animals, but also 
were more marked following the injection of the 
respective specific strains than following the injec- 
tion of non-specific strains. In the case of the 
arthritis strains a larger number of joints were 
involved. 

The findings in the ulcer experiments resembled 
those in the spontaneous disease in man. The 
animals with ulcer often appeared well; the location 
of the experimentally induced lesions and the number 
of organisms in the deep layers of the margins of the 
ulcers were similar to those in patients. 

In many respects the findings in the arthritis 
experiments also resembled those made in cases of 
arthritis in patients. The joints most markedly 
attacked showed erosion of synovial and cartilag- 
inous lining; there was usually extension to the 
periarticular structures; the free fluid contained few 
streptococci or none. Both in animals and man, the 
large joints subjected to the greatest stress and 
strain were those most frequently involved. Specific 
lesions developed only following the injection of 
small doses of the streptococcus from the pus ex- 
pressed from tonsils im situ and from small quan- 
tities of the broth culture. 

The virulence of both the ulcer and the arthritis 
strains was low. Most of the animals apparently 
remained well after the injection, and the blood and 
non-specific organs soon became sterile. Because of 
this and the marked stimulation of antibodies, heal- 
ing began early. No doubt, frequently repeated 
onslaughts, such as we have reason to believe occur 
over long periods through chronic foci of infection, 
are often necessary for the development of chronic 
ulcer of the stomach and arthritis. 

The demonstration by Davis and Wood of strep- 
tococci passing the epithelial lining of crypts in ton- 
sils, and the fact that Rosenow and Meisser produced 
urinary calculi by causing devitalization and infection 
of the pulp cavity of teeth in dogs with streptococci 
from nephrolithiasis leave no doubt that invasion 
may occur from chronic foci. The bacteria in the 
tonsils and other foci of infection and their toxic 
products are considered to be always in conflict with 
the defensive mechanism of the host. Fluctuations 
in virulence from exposure to cold or other causes 
occur; peculiar invasive power may be acquired and 
for mechnical reasons may afford abundant oppor- 
tunity for entrance of the living bacteria and their 
products. 

The characteristics of the streptococci isolated 
were variable. The organism was subject to the 
medium in which it existed and appeared in short or 
long chains. Its fermentative power, while often 
persistent, was affected by the medium; its virulence 
varied, and on subculture and animal passage its 
power of attacking certain tissues was often very 
labile. For example, a pure culture of hemolytic 
streptococcus was obtained at autopsy from the 
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blood of a person who was found to have had acute 
ulcer of the stomach and duodenum as a result of 
extensive burns of the third degree. In two rabbits 
into which it was injected the primary culture pro- 
duced marked hemorrhage of the stomach but the 
fourth daily subculture in glucose-brain-broth, which 
was injected into three rabbits, caused hemorrhagic 
ulcer in only one animal and the sixth subculture, 
which was injected into two rabbits, had no effect on 
the stomach in either animal. 

The author’s findings with regard to the impor- 
tance of foci of infection and elective localization of 
streptococci in arthritis and ulcer of the stomach, 
the lack of elective localizing power of control strains, 
the labile character of the property on which the 
elective localizing power depends, especially in cul- 
tures with a high oxygen tension, and the need for 
strict attention to technical details in elective local- 
ization studies are in agreement with those of Rose- 
now. 

The conclusions drawn are as follows: 

The tonsils of persons suffering from ulcer of the 
stomach and arthritis commonly harbor streptococci 
which, when injected into animals, tend to localize, 
respectively, in the mucous membrane of the stomach 
and in the joints and to produce ulcer and arthritis. 
This is not true of streptococci in the tonsils of 
normal persons. Hence it may be concluded that 
foci of infection harboring streptococci having elec- 
tive localizing power are important factors in the 
primary causation and the persistence of ulcer of the 
stomach and arthritis. T. NaKAmura, M.D. 


Stewart, M. J.: The Pathology of Gastric Ulcer. 
Part I. The Etiology of Peptic Ulcer. Part II. 
Pathological Observations on Gastric and Duo- 
denal Ulcer. Brit. M.J., 1923, 955, 1021. 


The author divides his discussion of the etiology 
of peptic ulcer into two parts: (1) the cause of acute 
ulcer, and (2) the factors leading to the persistence 
of such ulcers. 

In the first part he considers factors causing in- 
jury of the gastric mucosa and the digestive action 
of the gastric juice. He reviews the various theories 
which have obtained in vears past, viz., the theory 
of vascular blocking by embolus or arteriospasm, 
general factors including chlorosis and other types of 
anemia, and injury by chemical or physical agents. 
He believes that all of these are to be greatly dis- 
counted and that the most probable theory is that of 
bacterial infection as shown by the work of Rosenow. 
He reviews the work of Rosenow, emphasizing the 
importance of the selective action of certain strains 
of streptococci which have a low virulence and have 
been found to produce ulcers in experimental animals. 

The action of the gastric juice is another factor of 
importance. The work of Bolton, who controlled 
the incidence of experimental gastric ulcer by con- 
trolling the supply of gastric juice, and of others is 
reviewed Bolton showed that acu’e ulcer is pro- 
duced more easily and is more extensive in the digest- 
ing than in the resting stomach. Experimental work 
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by Mann and Williamson showed that duodenal 
ulcer is more easily produced in experimental anj 
mals by diverting the normal neutralizing duodenal 
contents and allowing the duodenal mucosa to be 
constantly bathed by the acid gastric contents. 4 
hyperacid gastric juice will more readily produce an 
ulcer than a gastric juice of normal acidity. Hurst's 
“hypersthenic gastric diathesis” may be a _predis 
posing factor. Hurst stated that perhaps to per 
cent of all normal persons exhibit hyperchlorhydria 
and gastric hypertonicity and that under such cir- 
cumstances the duodenal cap is bombarded by acid 
gastric juice for several hours a day. 

As in all experimental ulcers the greatest ditliculty 
is experienced in preventing the occurrence of heal- 
ing, an experimental chronic ulcer is difficult to 
obtain. Bolton noted that in cats a meat diet de- 
layed the healing process more than a milk diet. 
This he explained on the basis of the long retention 
of meat in the stomach and the greater secretion of 
gastric juice induced by it. By causing mechanical 
constriction of the duodenum in cats, Bolton estab- 
lished a definite delay in the healing of gastric 
ulcers. 

If the results of these experiments can be applied 
to man, a relationship between delayed emptying 
of the stomach and delayed healing of gastric ulcer 
is suggested. Reflex pyloric spasm with reten- 
tion of the acid contents and prevention of the nor- 
mal regurgitation of alkaline duodenal contents will 
favor chronicity. The clinical effect of die in con- 
trolling gastric ulcer is generally admitted, and in 
this connection the mechanical evidence of poorly 
masticated food and protoplastic poisons such as 
vinegar may be mentioned. 

Acute ulcers are distributed widespread in the 
gastric mucosa, but chronic ulcers tend to occur over 
the course of the original gastric tube—that is, near 
the lesser curvature. This indicates that there are 
probably other factors in chronicity. These may be 
the comparative fixity of the lesser curvature and 
the greater degree of trauma and friction in this 
area. 

In the case of the duodenum, the retention of 
highly acid juice in the duodenal cap for long periods 
is probably important in the conversion of acute 
ulcers into chronic ulcers, and would account for the 
fact that chronic ulcers usually occur in the first part 
of the duodenum while acute duodenal ulcers are 
widely distributed. 

The second part of this article is a very complete 
discussion of the pathology of gastric and duodenal 
ulcer based upon a series of 1,500 autopsy and 120 
operative specimens. 

In the author’s opinion the relative frequency o! 
chronic gastric ulcer and chronic duodenal ulcer is 
3:4. This is in marked contrast to the deductions of 
other observers. The scars of healed gastric ulcers 
are found slightly more frequently than those of 
duodenal ulcers. and in c.45 per cent of the cases 
associated lesions of the stomach and duodenum are 
present. 
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Before the age of 20 years acute ulcer is infrequent 
and chronic ulcer rare. Ninety per cent of the cases 
of chronic gastric ulcer and 84 per cent of those of 
chronic duodenal ulcer coming to autopsy were 
those of persons between 30 and 69 years of age. 
The highest incidence of gastric ulcer is between the 
ages of 40 and 60 years. Chronic gastric ulcer 
occurs rather later in life in males than in females. 
Chronic gastric ulcer is slightly more frequent, and 
chronic duodenal ulcer six times more frequent, in 
men than in women. 

Ulcers are divided into acute, subacute, and 
chronic varieties. The chief differentiation lies in 
the presence or absence of fibrosis, but an active 
acute ulcer shows neutrophilic infiltration in its 
floor and slight oedema. Acute exacerbations of 
chronic ulcers exhibit these also, but they are always 
localized at a certain point in the floor. Chronic 
ulcers show, in addition, lymphocytic infiltration 
near the blood vessels with plasma cells. The floor 
of all ulcers frequently contains eosinophiles. The 
small vessels in the floor of the acute ulcer are often 
filled with thrombi or fibrinous plugs. In chronic 
ulcers the vessels may show endarteritic and en- 
dophlebitic thickening. 

Acute ulcers are multiple and widely and irregu- 
larly distributed. They vary in size, but the major- 
ity are less than 4 in. in diameter. They have a 
punched-out appearance, and are shallow, involving 
at the most the mucosa and submucosa. Acute 
penetrating ulcers are ‘‘terraced”’ because of pene- 
tration over a lesser area of the muscular coat. Acute 
perforated gastric ulcer is very rare. All such ulcers 
tend to heal readily; the amount of fibrosis and 
scarring is dependent upon the involvement of the 
muscular coat. Chronic gastric ulcers are single, but 
may be accompanied by acute ulcers. Double chronic 
duodenal ulcer is fairly common. Most chronic 
gastric ulcers occur along the lesser curvature, but 
seldom exactly at the pylorus. 

In the series of cases studied, all chronic duodenal 
ulcers were in the first part of the organ, and a most 
half were double lesions, anterior and_ posterior. 
Chronic ulcers have thickened, rounded, and over- 
hanging margins in the active stage and flatter mar- 
gins when they are quiescent. When they are 
active, they show a narrow zone of sloughing in the 
floor, which consists of an intensely eosinophilic 
structureless groundwork and represents a necessary 
preliminary to the healing of the ulcer. All chronic 
ulcers penetrate the muscular coat. Perforation is 
prevented by fibrosis, the adhesion of adjacent 
viscera, and pads of fat derived from the omentum. 

The healing process in acute and chronic ulcers is 
similar. Following the separation of the slough, 
marginal epithelium grows inward and fibroblastic 
contraction in the floor reduces the size of the lesion. 
The slow healing of chronic ulcers is due to the ex- 
tensive fibrosis in the floor The results of healing 
depend on the size, chronicity, and situation of the 
ulcer. Ulcers near the pylorus easily cause cicatri- 
cial stenosis. In the body of the stomach only large 


ulcers cause hour-glass stomach. Duodenal ulcers 
affect the pylorus only when they are situated with- 
in % in. of it. 

The author discusses the complications in an 
analysis of 350 fatal cases. The most serious and 
one of the most common complications of all types 
of ulcer is perforation. This rapidly follows slough- 
ing of a part or all of the peritoneal floor due to a 
slow, progressive devascularization. In the stomach, 
perforation usually occurs on the anterior wall near 
the lesser curvature. Duodenal perforation, which 
is a. common, also occurs as a rule on the anterior 
wall. 

Fatal hemorrhage is usually caused by a chronic 
ulcer and more frequently by duodenal ulcer than a 
gastric ulcer. 

In discussing the development of malignancy in 
chronic ulcer the author states that 10 per cent of all 
cases of simple chronic ulcer coming to operation 
have developed cancer in the ulcer and one-half of . 
these malignancies were unsuspected at the time of 
operation. 

The article is concluded with a discussion of the 
development of jejunal ulcers at the site of gastro- 
enterostomy. In the series of cases studied there 
were four such ulcers following thirty-four operations 
and in every case the operation was done for duo- 
denal ulcer. Paut R. M.D. 


McCreery, J. A.: Acute Perforated Ulcer of the 
Stomach. Ann. Surg., 1924, 1xxix, gt. 


The operative treatment of acute perforated ulcer 
of the stomach and duodenum is still a debated 
question. Some surgeons claim that simple closure 
is sufficient; others, that a more radical procedure, 
usually gastro-enterostomy, is necessary. The advo- 
cates of simple closure claim that perforation cures 
the ulcer and that more radical treatment increases 
the mortality, may spread the infection in the peri- 
toneal cavity, is never satisfactory, and may be fol- 
lowed by reperforation, haemorrhage, stenosis, or 
jejunal ulcer. Surgeons in favor of more radical 
treatment than simple closure claim that perforation 
alone does not cure the ulcer in a number of cases; 
that if the cases are properly chosen the more radical 
treatment does not affect the mortality; that the 
danger of spreading infection is of theoretical rather 
than practical importance; that while gastro-enter- 
ostomy is not always successful in relieving symp- 
toms or preventing complications, it is successful 
in such a large percentage of cases that there can be 
no longer any doubt as to its specific effect; that 
suturing narrows the lumen and the operation safe- 
guards against secondary perforations and subse- 
quent stenosis; and that the incidence of jejunal . 
ulcers is extremely low. 

Between October 1, 1919 and August 1, 1923, 
twenty-five cases of acute perforation of gastric or 
duodenal ulcer were treated on the first division of 
Bellevue Hospital, New York. Vomiting occurred 
in 40 per cent of the cases of duodenal ulcer and in 
80 per cent of the cases of gastric ulcer. Oblitera- 
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tion of liver dullness was noted in nine of the 
twenty-five cases. Shock was an unimportant 
factor. 

Operation was performed in all but one unrecog- 
nized case. In this instance, perforation was pre- 
ceded forty-eight hours by a massive hemorrhage, 
was accompanied by a second severe hemorrhage, 
and was followed by death in three hours. In all, 
there were seven deaths, a mortality of 28 per cent. 
In the ten cases of duodenal ulcer there was one 
death and in the fifteen cases of gastric ulcer there 
were six deaths, mortalities of to and 4o per cent 
respectively. 

Closure of the perforation was the first step in all 
but one case, that of a man in desperate condition, 
in whom only pelvic peritoneal drainage was done 
under local anesthesia. In the nine other cases of 
duodenal ulcer, simple closure was done in five and 
closure and gastro-enterostomy in four. The indica- 
tions for gastro-enterostomy are: (1) good condition 
of the patient; (2) the presence of infiltration extend- 
ing well beyond the limit of perforation; and (3) ap- 
parent stenosis due to closure of the perforation. 

Of the fifteen gastric perforations, nine were at or 
near the pylorus and six in the fundus. Of the cases 
of pyloric ulcer, eight came to operation. Imme- 
diate gastro-enterostomy was done in two. The six 
others were treated by simple closure. The six 
ulcers of the body of the stomach were treated by 
closure alone. Drainage was employed in early 
cases with steadily diminishing frequency; it was 
limited to the abdominal wall and was done only 
when there had been extensive soiling of the peri- 
toneum with contamination of the abdominal 
incision. Joun L. Dies, M.D. 


Kusmin, S. S.: Complications Following Opera- 
tion for Gastric Ulcer (Postoperative Komplika- 
tionen nach Operationen wegen Ulcus ventriculi). 
Verhandl. d. Russ. Chir. Kong., Petrograd, 1923. 


This article is based upon 135 cases of ulcer oper- 
ated upon during the last two and a half years on 
the service of Hesse at St. Trinitas Hospital, Petro- 
grad. Forty-two of the operations were resections, 
eighty-seven were gastro-enterostomies, and six were 
pyloric exclusions by the von Eiselsberg method. 
There were twenty non-fatal and twenty-one fatal 
complications. 

To lessen the danger of the operation, it was, when 
possible, performed under local anesthesia; two 
resections and twenty-one gastro-enterostomies were 
thus performed. Ninety per cent of the most recent 
gastro-enterostomies have been done under local 
anesthesia. Only five of th: twenty-one deaths 
occurred in cases in which local anesthesia was 
employed. 

The twenty non-fatal complications included: 

1. Infarction o‘ the right lung and thrombophlebitis 
of the right femoral vein on the fourteenth day after 
gastro-enterostomy in the case of a patient with 
chronic endocarditis. The latter is to be regarded as 
the cause of the complication. 


2. Hemorrhage. This occurred in three cases 
after gastro-enterostomy and in one after resection. 
In the latter, Krawkow’s remedy, fluid extract of 
polygonum hydropiper, was used with success. 

3- Hemorrhage from the right kidney (confirmed by 
cystoscopy) on the tenth day after a Billroth I resec- 
tion. This complication is very rare and suggests 
anastomoses between the vessels of the kidney and 
those of the gastro-intestinal canal. 


4. Separation of the margins of the wound. This 
occurred in three cases on the seventh or eight day. 
The fatal complications are summarized in the 


following table: 
: Complication with Time of 
Operation | autopsy findings Cases death 
Gastro-enterostomy Arteriomesenteric duo- I and day. 
dena! occlusion 
Gastro-enterostomy |Strangulation of small I sth day. 


Resection 


Gastro-enterostomy 


intestine in the pos- 
terior intramesocol- 
| ico-mesenteric fora- 
|, men 
Shock 


Chloroform poisoning 


2nd hour, 1st 
da 


rst to 2nd day. 
and to 3rd day. 


Resection and gastro-|Peritonitis 3 2nd to 14th 
enterostomy dey. 
Von Eiselsberg's opera-|Acute neurotic enter- 2 3rd day. 


tion 
Gastro-enterostomy, 4 
Von Eiselsberg’s 

operation, 1 


itis 
Postoperative  pneu- 
monia 


3rd to oth day. 


Gastro-enterostomy Acute fibrinous esoph- I 6th day. 
agitis and gastritis 

Gastro-enterostomy | Follicular enteritis I 3rd day. 

Gastro-enterostomy |Suppurative parotitis; 1 6th day. 
degeneration of in- 
ternal organs 

Gastro-enterostomy  |Internal haemorrhage I 11th day. 


from the ulcer 


These severe complications were due in part to the 
unfavorable conditions under which the operations 
were performed in 1919-1920, the low temperature 
of the operating room and ward, poor chloroform, 
etc. At present, with improvement in conditions, 
their incidence has been very greatly reduced. The 
rarest and most interesting complication was the 
strangulation of the small intestine in the posterior 
intramesocolic-mesenteric foramen which is artifi- 
cially produced in all cases of gastro-enterostomy 
by the apposition of the small intestine to the stom- 
ach and mesocolon. For this reason this artificial 
cleft should be closed by suturing the mesocolon to 
the mesentery of the small intestine. ScHaak (Z). 


Eusterman, G. B.: Recurrent Ulcer of the Stom- 
ach and Duodenum: Clinical Notes on Inci- 
dence, Diagnosis, and Etiology. Minnesota Med.. 
1923, Vi, 698. 

In cases of recurrence of distressing or painful gas- 
tric symptoms after gastro-enterostomy four possi- 
bilities must be borne in mind by diagnosticians and 
surgeons. In the order of their frequency these are: 
(1) reactivity in the original partly healed or un- 
healed ulcer, (2) gastrojejunal or anastomotic ulcer, 
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(3) the formation of a new or recurrent ulcer in the 
stomach or duodenum, and (4) carcinomatous changes 
in gastric ulcer. 

Between 1905 and 1922, inclusive, thirty-seven 
patients with recurrent gastric or duodenal ulcer 
were examined in the Mayo Clinic. Thirty-three of 
these were subjected to a second operation. Nine of 
them were women. During the same period of 
time, approximately 7,000 operations for chronic 
gastroduodenal ulcer were performed. Obviously, 
therefore, the complication under discussion is rare. 

The cases were classified in three groups: (1) 
eight cases in which gastric ulcer had apparently 
developed after successful gastro-enterostomy for 
duodenal ulcer; (2) eighteen cases in which gastric 
ulcer had recurred following primary operation for 
gastric ulcer, and (3) eleven cases of duodenal ulcer 
recurring after operation for duodenal ulcer. Six 
of the patients in Group 1 had evidence of marked 
focal infection in the teeth and tonsils. In thirteen 
of the patients in Group 2 there was advanced 
periapical disease, pyorrhoea or tonsillar sepsis, or 
some combination of such foci. All of the patients of 
Group 3 had hyperacidity. In six there was def- 
inite retention with hypersecretion. Five of the 
latter had had an excision, with or without a plastic 
operation. 

With few exceptions the symptoms engendered by 
the recurrent lesions are identical with those of the 
original complaint. 

According to the most tenable theory, infection is 
the predisposing and causative factor in recurring 
ulcer. This is corroborated by the large percentage 
of demonstrable foci of infection in the series of 
cases reviewed in this article. Other predisposing 
causes are bulky, indigestible food hastily and heart- 
ily eaten too soon after operation, nervous strain, 
fatigue, climatic exposure, respiratory infections, 
and the intemperate use of tobacco, alcohol, and 
condiments. 

It follows, therefore, that recurrences may be 
greatly minimized by the routine removal of all 
demonstrable and suspected foci of infection, by the 
avoidance of the predisposing factors enumerated, 
and by postoperative diet and alkalinization of the 
markedly hyperacid cases. 

GeorGE B. EusTERMAN, M.D. 


LeWald, L.T.: Syphilis of the Stomach: Roentgen 
Appearance Before and After Treatment. 
Radiology, 1923, i, 193. 

In certain cases gastric syphilis may cause a sym- 
metrical dumb-bell deformity of the body of the 
stomach. When it causes a generalized fibromatosis, 
the stomach has a tubular appearance. If the fibro- 
tic process is localized, the roentgen picture is similar 
to that of gastric carcinoma or, if the process is 
situated at the pylorus, like that of gastric ulcer. 
An hour-glass deformity similar to the deformity 
produced by ulcer may result from perigastric adhe- 
sions of syphilitic origin. The absence of the 
cachectic appearance of malignancy and the presence 
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of a positive Wassermann reaction help to establish 
the diagnosis. 

After several years of active antisyphilis treat- 
ment, the deformed stomach may become almost 
normal in contour. Conservative surgery, such as 
gastro-enterostomy, is a valuable adjunct in the 
treatment, and is not apt to be followed by com- 
plications. Cwartes H. Heacock, M.D. 


Moore, A. B.: A Roentgenological Study of Benign 
Tumors of the Stomach. Am. J. Roentgenol., 
1924, xi, 61. 

The author studied the roentgenological findings in 
twenty-three cases of benign tumors of the stomach 
which were operated on at the Mayo Clinic. There 
were two adenomyomata, two leiomyomata, seven 
fibromyomata, three simple myomata, one dermoid, 
two cases of polyposis, one single polypus, and five 
hemangiomata. In more than half of the cases 
superficial uiceration was present. The growth was 
situated in the cardiac end of the stomach in two 
cases, in the middle portion of the stomach in seven, 
and in the pyloric portion in twelve. In one case of 
polyposis practically the entire stomach was 
involved, while in the other the lesions were local- 
ized in the lower two-thirds. The lesion was on the 
posterior wall in nine cases, on the anterior wall in 
seven, on both walls in two, and on the greater cur- 
vature in two. In the record of three cases the 
exact location was not given. The tumors varied in 
size from a large dermoid weighing 1,000 gm. to a 
very small polypus about 2 cm. in diameter. 

In five cases the symptoms simulated those of 
carcinoma of the stomach, in four they simulated 
those of ulcer, and in ten were indefinite. In four 
cases the principal or only complaint was hemor- 
rhage from the gastro-intestinal tract. Eleven 
patients had had either melena or hematemesis. 
Gastric retention occurred in three cases. 

A review of the cases shows that benign gastric 
tumors manifest certain X-ray signs which differ from 
those in malignant or inflammatory lesions: 

1. They produce a filling defect that is circum- 
scribed and punched-out in appearance. 

2. The filling defect is usually on the gastric walls, 
the curvature remaining regular and pliant. 

3. While the ruge in the immediate area of the 
tumor are obliterated, just as in malignant and 
inflammatory lesions, those surrounding the tumor 
are more nearly normal in their arrangement and 
distribution. 

4. They cause little or no disturbance in peristal- 
sis, and retention is uncommon except when the 
lesion is at, or very near, the pylorus. 

5. They do not reveal a niche, nor is there any 
incisura or other evidence of spasm. 

6. They are rarely sufficiently large to be pal- 
pated. 

While there are no roentgenological signs that are 
pathognomonic of benign gastric tumors, these 
findings are strongly suggestive of their presence, 
and when they are noted the roentgenologist should 
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hesitate to report the lesion as malignant and inop- 
erable, especially if the clinical manifestations are 
indefinite. J. D. Camp, M.D. 


Gosset, Loewy, and Bertrand: A Pedicled Tumor 
of the Stomach (Tumeur pédiculée de l’esto- 
mac). Bull. et mém. Soc. de chir. de Par., 1923, xlix, 
1182. 


The patient, a man aged 48 years, had never suf- 
fered any gastric disturbance other than moderate 
eructations which were relieved by alkali. Suddenly 
on May 11, 1923, he passed faces mixed with a black 
viscid material. Three days previously he had 
noted slight fatigue and fever. The melena per- 
sisted for four days and caused pallor, anemia, and 
weakness. X-ray examination in the vertical posi- 
tion showed a J-shaped stomach to the left of the 
median line with the pylorus drawn toward the right. 
There was no deformity of the lesser or greater cur- 
vature, the emptying time was regular, and the duo- 
denal cap was filled. In the horizontal position the 
lesser curvature revealed an irregularity in its center, 
which was not affected by peristalsis. Palpation of 
the lesser curvature caused pain. Repeated X-ray 
examinations made from May to September dem- 
onstrated persistence of the deformity. 

On July 15, 1923, another intestinal haemorrhage 
occurred. Thereafter, the stools contained blood 
constantly. 

The patient was placed on a diet, and because of a 
positive blood Wassermann reaction was given 
arsenical treatment. In spite of a good appetite 
and freedom from pain and vomiting, he progres- 
sively lost weight and strength. 

Operation through an upper midline incision 
revealed a black, lobulated tumor measuring 7 by 
4 cm. which was implanted on the lesser curvature 
by a pedicle. The growth was removed together 
with the wall of the stomach where the base of the 
pedicle was attached. There were no ulcerations of 
the gastric mucous membrane, but two perforations 
of the stomach wall lead by sinuses to the interior of 
the tumor. The stomach wall was closed with silk. 
The contiguous perforations were found separated 
by normal gastric mucous membrane. The tumor 
was violet-red and extremely soft, and consisted of 
colloid-like, gelatinous, transparent masses. The 
microscopic diagnosis was fibroglioma. In the 
authors’ opinion the tumor arose from the sheath 
of the parietal sympathetic system of the lesser 
curvature. Wa cter C. Burkert, M.D. 


Hartmann: Pylorogastric Cancer; Gastropylorec- 
tomy; Cure; Development of a Secondary 
Cancer of the Breast Three Years Later in the 
Absence of Demonstrable Recurrence in the 
Stomach (Cancer pylorogastrique; gastro-pylorec- 
tomie; guérison; développement trois ans plus tard 
un cancer secondaire du sein sans récidive gastrique 
appréciable). Bull. et mém. Soc. de chir. de Par., 
1923, xlix, 1361. 


A woman 49 years of age who, ‘hree and one-half 
years previously was subjected to a Billroth II 


operation for pylorogastric cancer, developed a 
secondary growth in the right breast with enlarge- 
ment of the glands in the axilla and subclavicular 
space and swelling of the right arm. There was no 
digestive disturbance or alteration of the general 
condition to indicate a local recurrence or hepatic or 
general metastasis. However, a histological study 
of the rapidly extending breast tumor by Ménétrier 
showed characteristics manifestly secondary which 
demonstrated that the tumor was a late develop- 
ment of a graft of gastric cancer at the level of the 
breast. 

The author considers the case unique because of: 
(1) the exceptional site in the breast of a metastatic 
gastric cancer; (2) the late appearance of the metas- 
tasis; and (3) the absence, clinically, of local 
recurrence. WALTER C. Burkert, M.D. 


Koennecke, W.: Spastic Ileus (Spastischer Ileus). 
Muenchen. med. Wchuschr., 1923, 1xx, 981. 


The author reports eight cases from the Goet- 
tingen clinic. Six of the patients were women. Six 
were in the sixth decade of life. Spastic ileus resem- 
bles an obturation ileus more than a strangulation 
ileus. The onset is acute or subacute, and the pic- 
ture is typical of occlusion with retention of gas and 
vomiting. The findings are rigidity of the intestines, 
visible peristalsis, metallic noises, meteorism, and a 
palpable liver. The pulse is usually accelerated, but 
the general condition is, on the whole, not greatly 
disturbed. At operation, a circumscribed intestinal 
spasm is found. This may be single and of con- 
siderable extent or multiple in ring form. It may be 
present in the large or the small intestine. The 
sigmoid and the descending colon are affected very 
frequently. The prognosis is not unfavorable; in all 
of the author’s cases simple laparotomy was sufli- 
cient to effect a cure. However, the literature con- 
tains reports of cases in which it was necessary to 
establish a fecal fistula. 

The cause of this condition is obscure. In the last 
analysis it may be a reaction of the mesenteric plexus 
to irritation. Injuries of the abdominal wall or 
intestine may cause such irritation. It is possible 
also that irritative stimuli may be transmitted to 
the intestine through the sympathetic nervous sys- 
tem. Indicative of the part played by the sym- 
pathetic nervous system are pathological changes in 
the chief ganglia. Exner, Jaeger, Praeler, and Klett 
have reported cases of spastic ileus in which the 
coeliac plexus was involved in a mass of inflammatory 
tissue. The author has observed two cases in which 
it could be assumed that the spastic ileus was the 
result of inflammatory changes in the region of the 
coeliac plexus (pancreatitis and a gastric ulcer per- 
forating into the pancreas). Nicotine and lead 
poisoning may be other causes. Maier and Mosse 
found changes in the ceeliac plexus in cases of lead 
poisoning. 

Spastic ileus occurs in persons with an unstable 
sympathetic nervous system, but hysteria is not a 
cause. VorSCHUETZ (Z). 
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Andrews, E.: Duodenal Hernia—A Misnomer. 
Surg., Gynec. & Obst., 1923, Xxxvii, 740. 

Moynihan gives nine fosse about the duodeno- 
jejunal juncture: (1) the superior duodenal; 2) the 
inferior duodenal; (3) the paraduodenal; (4) the 
mesocolic; (5) the mesenterico-parietal; (6) the poste- 
rior duodenal; (7) the recessus intermesocolicus 
transversus; (8) the duodenojejunal; and (9) the 
infraduodenal. Nos. 1 and 2 or their combination 
are said to be the anlages for left duodenal hernia; 
No. 5 that for mesocolic hernia; and No. 4 that for 
right duodenal hernia. It seems generally agreed 
that these small peritoneal pouches are the starting 
points of the large hernia. Treitz states that the 
factors essential for left duodenal hernia are the 
presence of a fossa and its boundary folds; the pres- 
ence of the inferior mesenteric vein in the fold; and 
freedom of movement of the small intestines which 
allows them to enter the hernial sac. Moynihan 
believes that the gradual increase in the size depends 
on the laxity of the retroperitoneal tissue and the ex- 
tensibility of the peritoneum. 

The author does not accept these theories of the 
mechanism of development of duodenal hernia. 
Facts seeming to disprove them are that the pressure 
in the general abdominal cavity can never rise higher 
than that in the pouch; that there are hundreds of 
similar or larger folds which do not cause hernia; that 
usually the herniation is total or subtotal; that duo- 
denal hernie have been found in the newborn; that 
the contents of the hernia are always the small 
intestine, never the omentum, and rarely any viscus 
(in one case reported the sac contained a few inches of 
the large bowel); and that the contents of the sac 
generally adhere together. 

Andrews believes that duodenal and also pericecal 
hernia are simply and rationally explained on the 
basis of congenital anomalies in the development of 
the peritoneum. Duodenal hernia, he claims, is due 
to the imprisonment of the small intestine beneath 
the mesentery of the developing colon. If the rota- 
tion of the umbilical loop was not completed, pos- 
sibly because it remained outside of the body too 
long or became involved in the opposite twisting of 
the cord, or if the persistence of the allantois was pro- 
longed, the caecum would lie superior to the small 
intestine and upon growing toward the right, the 
small bowel would become caught in the mesentery 
of the colon. When the mesentery became adherent 
to the right posterior abdominal wall, the imprison- 
ment would be complete. The sac, located on the 
right of the duodenum, with the superior mesenteric 
and ileocolic arteries in the free edge of the anterior 
fold of the neck of the sac would form aright duode- 
nal hernia. Left duodenal hernia is merely a higher 
degree of the same process. The hernial sac is to the 
left of the duodenum, and the free edge of the sac 
contains the inferior mesenteric artery and vein be- 
tween which lies the hernia. The umbilical loop has 
not rotated or has rotated in the wrong direction; 
the cecum is at first to the right of the midline in the 
lower abdomen with the colon extending directly to 


the rectum. As the colon lengthens it forms a loop. 
When the cecum seeks its primitive position in the 
left upper quadrant the small intestine is caught 
beneath the mesentery of the descending colon. The 
inferior mesenteric artery lies in the free edge of the 
sac with the vein above. 

In 1906, Moynihan collected seventy-four cases of 
duodenal hernia; fifty-seven were left and seventeen 
right. The author adds to the Moynihan group 
twenty-one cases. Since 1906 Andrews has collected, 
analyzed, and tabulated sixty-one cases, of which 
thirty-four were operated upon with a mortality of 
34 to sopercent. In some cases adhesions prevented 
any attempt at reduction. In a few patients the 
symptoms were incidental and did not warrant 
radical treatment. In most cases the reduction 
proved difficult. The ring cannot be enlarged be- 
cause of the blood vessels. Loosening of bowel adhe- 
sions has resulted in tearing the intestinal wall and 
requires considerable handling of the intestine which 
causes intense shock. Fatalities were due generally 
to peritonitis or shock. Only one case was diagnosed 
before operation. 

In most of the cases there were no symptoms and 
the condition was discovered accidentally at post- 
mortem examination or during laparotomy for some 
other condition. In the cases with symptoms there 
was usually a history of several crises of acute 
ileus with shock, collapse, vomiting, tympanitis, 
and obstipation. A palpable mass was noted in 
only a few cases. This was of varied size but was 
usually on the left side. 

Wa tter C. Burket, M.D. 


Cotte and Carrive: Chronic Occlusion of the Duo- 
denum by a Mesenteric Band in a Case of Gas- 
troptosis; Cure Effected by Duodenojejunos- 
tomy Secondary to Gastro-Enterostomy (Oc- 
clusion chronique du duodénum par la corde mésen- 
térique chez un ptosique; guérison par la duodéno- 
jéjunostomie secondaire 4 la gastro-entérostomie). 
Lyon chir., 1923, Xx, 778. 

The authors report the history of a patient who 
first complained of vomiting and gastric distress in 
1918 following gas poisoning. Since then, he had 
been free from symptoms for only three short pe- 
riods. X-ray examination revealed a dilated and 
ptosed stomach and slight ptosis of the colon. A 
régime of rest in bed, diet, and alkalies gave no 
relief. 

An anterior gastro-enterostomy was performed. 
but the attacks of vomiting continued. The vomit- 
ing was preceded by a feeling of epigastric tension 
and nausea. The vomitus was liquid and very 
abundant; it contained not only material recently 
ingested but also the products of gastric, duodenal. 
and hepatic secretion. X-ray examination showed 
the anastomosis to be functioning normally. Ex- 
ploratory laparotomy revealed a mesenteric band 
strangling the duodenum. The duodenum to the 
right of this band was greatly dilated. A cure was 
effected by a duodenojejunostomy. 

Loyat E. Davis, M.D. 
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Vanderhoof, D., and Davis, T. D.: Chronic Occlu- 
sion of the Duodenum in Visceroptosis, Based 
on a Study of Twenty-Eight Cases. Virginia 
M. Month., 1923, 1, 591. 


In the area where the duodenum is crossed by the 
mesentery and its blood vessels it is normally slightly 
constricted. Just posterior to this point the aorta 
and vertebral column form an unyielding surface 
which acts like one lever of a nutcracker. Ante- 
riorly, the firm mesenteric vessels form the other 
lever. It is obvious that any unprotected downward 
drag on the mesentery and its contained vessels will 
tend to close these levers. This is what occurs in 
visceroptosis. In the presence of ileal stasis and 
constipation, increased weight is added to the pull. 

In the majority of cases there is persistent or recur- 
ring vomiting and generally this is associated with 
nausea. As the obstruction is infrapapillary, bile is 
often found in the vomitus. As a rule this sign 
appears very soon after the ingestion of food. 

Epigastric distress or pain, flatulence, and a sense of 
fullness are common. The pain may be referred to the 
right costal margin or may simulate that of ulcer. 

Constipation occurs in the majority of cases; the 
stools are normal. The subjects are always under- 
weight, and the majority are young females. Vague 
symptoms of a toxic state such as headache and 
general weakness are common. 

Physical examination reveals little, but there may 
be slight tenderness in the epigastrium and some- 
times a sense of resistance above and to the right of 
the umbilicus. 

Careful gastro-intestinal X-ray studies with good 
technique and vigorous manipulation in an attempt 
to fill the dilated duodenum willconfirm the diagnosis 
in practically every case. It must be remembered, 
however, that the condition is often periodic and if 
the patient is free from symptoms at the time of the 
examination no abnormality may be observed. 

In the treatment, the first essential is rest in bed in 
the prone position with the foot of the bed elevated. 
One hour after each meal the knee-chest posture 
should be assumed for twenty minutes. In addition, 
exercises to strengthen the abdominal muscles and 
abdominal massage are beneficial. Measures should 
be taken to overcome the constipation, but strong 
purgatives should be avoided. The patient should 
make every effort to put on additional fat. 

In the few cases in which these measures fail, sur- 
gery isindicated. Gastro-enterostomy is useless. Du- 
odenojejunostomy was first done by Stavely for this 
condition in 1910. Crayton F. Anprews, M.D. 


Finsterer, H.: The Surgical Treatment of the 
Non-Resectable Duodenal Ulcer: Resection of 
the Stomach to Exclude the Ulcer (Zur chirur- 
gischen Behandlung des nicht resezierbaren Ulcus 
duodeni: Magensektion zur Ausschaltung des UI- 
cus). Wien. klin. Wchnschr., 1923, xxxvi, 425. 


The author discusses the question as to the best 


operative treatment of duodenal ulcer. Ten years 
ago Kuettner considered simple gastro-enterostomy 


the method of choice in cases of stenosing ulcer and 
gastro-enterostomy with exclusion of the pylorus 
the method of choice in cases of non-stenosing ul- 
cer. Von Eiselsberg preferred unilateral exclusion. 
Resection of the ulcer was seldom considered. Today 
the technique of gastric resection has been improved 
to such an extent that there is little difference in its 
mortality as compared with that of simple gastro- 
enterostomy. 

In order to obtain healing of a non-resectable 
ulcer, irritation from food and hyperacid gastric 
secretion must be prevented. This is best done by 
means of von Eiselsberg’s unilateral exclusion. If 
the symptoms persist after this operation they are 
caused by a peptic jejunal ulcer. The development 
of a peptic jejunal ulcer is always possible, since 
after total exclusion the hyperacidity persists and 
the acid gastric juice flows directly over the tender 
jejunal mucosa without previous neutralization by 
duodenal secretion and bile. To prevent this, the 
author, for the last seven and a half years, has com- 
bined von Eiselsberg’s unilateral exclusion with gas- 
tric resection. The results have been excellent and 
the mortality has been only 1.6 per cent. 

Contrary to von Haberer’s opinion, the author 
believes that, not the removal of the pylorus, but the 
extent of the gastric resection is of primary impor- 
tance. The frequency of peptic ulcer of the jejunum 
is only half as great after resection for exclusion as 
after gastro-enterostomy. The complaint of ‘‘small 
stomach,” which is always made during the first six 
months, disappears later, provided the anastomosis 
isnot toosmall. The patients so treated have a great 
advantage over those subjected to gastro-enteros- 
tomy in that they can eat all foods without excep- 
tion. Since resection of a duodenal ulcer is tech- 
nically difficult and associated with danger, Fin- 
sterer considers resection for exclusion the best 
substitute. HELLER (Z). 


Renton, J. M.: The Relationship of Jejunal Ulcer 
to the Use of Unabsorbable Sutures. Glasgow 
M.J., 1923, n.s. xviii, 281. 


The author performed a series of gastro-enteros- 
tomies on cats to learn the fate of non-absorbable 
materials when used in the outer row of Lembert 
sutures. He studied also specimens from clinical 
cases. His conclusions are as follows: 

1. An unabsorbable Lembert suture tends to 
work its way into the lumen of the bowel and 
finally to be cast off completely. During this process 
it is obviously a source of irritation and infection. 

2. It appears that this process occurs even when 
the mucosa is not penetrated in the insertion of the 
suture. When the mucosa is penetrated, the process 
probably takes place more rapidly. 

3. The evidence that unabsorbable sutures may 
predispose to jejunal ulcer warrants discontinuing 
their use. 

4. Chromic sutures are entirely satisfactory for 
the anastomosis and do not hinder complete and 
permanent healing. Crayton F. Anprews, M.D. 
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Cushway, B. C., and Maier, R.J.: The Symptom- 
atology and Radiological Findings in Chronic 
Appendicitis. Radiology, 1923, i, 212. 

Any one or any combination of the following symp- 
toms may be present in chronic appendicitis: ten- 
derness in the right lower quadrant, constant or 
intermittent pain at the site of the appendix, pain 
in other parts of the gastro-intestinal tract, flatulence, 
constipation, hyperacidity, retention, vomiting, he- 
matemesis, weight loss, malaise, and anorexia. 

The authors believe that there is a definite rela- 
tionship between the symptoms and the roentgen-ray 
findings. Given certain symptoms, the roentgen-ray 
findings can be predicted in about go per cent of the 
cases. In cases with dysphagia and slight pain or 
fullness behind the sternum, they expect to find a 
tendency to cardiospasm. In cases with regurgita- 
tion, vomiting, and eructation, the findings arespasm 
of the cap and atony of the stomach with stasis. In 
cases with malaise and loss of weight and appetite 
there is colitis with stasis and spasm of the ileocecal 
valve. In those with hyperacidity and epigastric 
pain and tenderness, the X-ray is apt to show hyper- 
peristalsis, pylorospasm, and spasm of the cap. In 
those with generalized abdominal tenderness, there 
is usually an extensive colitis. 

In addition to these findings, which are due to 
reflex spasm, there is direct evidence consisting in 
localization of the point of tenderness in the appen- 
dix, fixation, delayed emptying, and the presence of 
fecaliths. Cuartes H. Heacock, M.D. 


Okinczyc, Hartmann, Faure, and Others: Resec- 
tion of Cancer of the Rectum (Ablation du cancer 
du rectum). Bull. et mém. Soc. de chir. de Par., 1923, 
xlix, 1469. 

This is a report of a discussion on carcinoma of the 
rectum before the Surgical Society of Paris. The 
debate centered about the abdominal, abdomino- 
perineal, and perineal routes of operation. 

OKINCzyc stated that the use of the abdomino- 
perineal route is indicated particularly when the 
carcinoma is situated rather high in the rectum. In 
such cases, abdominal exploration makes it possible 
carefully to free the tumor mass from the ureters and 
other contiguous viscera. Peritonitis is a rare, and, 
cellulitis, a common complicating factor in such 
resections. Spinal anesthesia is preferable to gen- 
eral anesthesia. 

HARTMANN prefers to operate by the abdominal 
route only. Through an abdominal incision he 
resects the upper portion of the rectum, closes the 
open end at the anorectal juncture in the cul-de-sac, 
andestablishes a colostomy. Loyat E. Davis, M.D. 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 
Heyd, C. G.: Liver and Chronic Abdominal Infec- 
tion. Ann. Surg., 1924, lxxix, 55. 


_ Since 1910 Heyd has been particularly interested 
in a series of gall-bladder cases that have exhibited 


unusual and peculiar postoperative complications. 
The most common complications, which are clear- 
cut and distinct, are divided by him into two classes: 
(1) those that occur in the first twenty-four hours, 
such as hemorrhage, shock, gastric dilatation, and 
embolism; (2) those occurring in the succeeding 
forty-eight to seventy-two hours and due to infec- 
tion causing peritonitis and later abscess formation. 

Occasionally, following operations on the gall 
bladder and biliary system, and more rarely follow- 
ing gastric or intestinal surgery Heyd has noted 
three clinical states which cannot be attributed to 
any of these factors. The first occurs in patients 
who have been subjected to comparatively simple 
gall-bladder operations, the surgery having been 
limited entirely, as a rule, to the gall bladder and the 
appendix. These patients are obese and have a long 
history of gall-bladder trouble. Examination of 
their blood and urine before operation showed com- 
petent renal function. Following operation they 
never completely emerge from the anesthesia. For 
four to six hours after they are returned to their beds 
they remain in a semi-comatose condition with 
carphology and subsultus tendinum which finally 
pass into coma and death. 

The second condition is different in all of its mani- 
festations. As a rule the subjects have had a very 
severe type of biliary infection and a history of jaun- 
dice and previous gall-bladder operation. Following 
a choledochotomy with drainage of the common 
duct the postoperative progress is satisfactory for 
about thirty-six to forty-eight hours. At the end of 
that time they become restless and nervous and 
soon pass into pronounced vasomotor collapse with 
coldness of the extremities. The condition is not 
associated with gastric dilatation and there has been 
ample renal function. The intravenous administra- 
tion of glucose and saline solution and the Murphy 
drip with tap water usually bring about recovery. 
These sequelz the author attributes to the liberation 
of a pancreatic toxin without adequate liver protec- 
tion. The first group he attributes to a postopera- 
tive acidosis incident to the poor metabolism repre- 
sented by chronic biliary disease plus anesthesia and 
surgical trauma. 

The third condition presents a still more difficult 
phenomenon in that it occurs in patients who were 
apparently progressing favorably up to the end of 
five or six days after the operation. In these cases 
there was a clinical picture of calculous cholangeitis, 
pancreatitis, or, rarely, malignancy of the head of the 
pancreas. The icterus had begun to diminish and 10 
per cent glucose by Murphy drip had been given to 
overcome the dehydration. At the end of five or six 
days, occasionally ten days, when the jaundice is 
constantly diminishing, the patient becomes sleepy, 
passes into coma, and dies. Some of these cases at 
operation have shown “white bile.” 

Heyd undertook a three-fold study: (1) a critical 
study of all organs exposed during the course of 
laparotomies, irrespective of the abdominal condi- 
tion; (2) the removal of a portion of the liver, from 
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both the right and the left lobe when possible; (3) a 
pre-operative and postoperative study of the blood 
in relation to the known elements of blood chemis- 
try. 

In catarrhal types of appendicitis and cholecys- 
titis, inspection of the liver revealed a thickening of 
the capsule with occasional adhesions, thickening of 
the anterior border, crenation, swelling, and surface 
dimpling. In localized gall-bladder disease, the 
changes in the area of the gall-bladder region were 
more intense than elsewhere and the quality of the 
change varied inversely with the distance from the 
gall bladder. Microscopic examination showed sub- 
scapular lymphocytic infiltration and intercellular 
infiltration. If there had been an acute inflammation 
of the gall bladder or appendix, leucocytic infiltra- 
tion would have been merged with lymphocytic 
infiltration. 

When the abdominal condition was essentially 
chronic, the surface changes on the liver became 
more and more diffuse and there was an increase in 
the size of the liver. Microscopically, the liver 
changes in the more chronic cases represented an 
advance in pathological intensity with the chronic- 
ity of the abdominal conditions. 

In some cases it was apparent that the force of the 
affection was spent on the originally infected viscus, 
remote from the liver; in others, that it was exerted 
mainly on the liver and to a less degree upon the 
viscus. The macroscopic changes included liver 
hypertrophy, sometimes variation in color and the 
condition of the capsule, the presence of adhesions, 
retraction and crenation of the edges, disposition of 
the fibrous elements over the superior and ventral 
surfaces of the liver, and an intrahepatic increase in 
the fibrous tissue elements as evidenced in the les- 
sened tendency of the liver to tear. The capsule of 
Glisson was thickened. In a third of the cases there 
were adhesions between the liver and the anterior 
abdominal wall. The fibrin and calcium contents 
of the blood were within the normal limits. 

Joun L. Dies, M.D. 


Schupfer: Cholelithiasis, with Special Reference 
to Biliary Infections and Pancreatic Complica- 
tions (Sulla colelitiasi con speciale riguardo alle 
infezioni biliari ed alle complicazioni pancreatiche). 
Riforma med., 1923, XXXix, 1070. 

Important factors in the formation of biliary cal- 
culi are infections of the biliary passages and changes 
in the cholesterin contents. As yet, however, we do 
not know definitely the primary cause and are 
unable to explain the arrest of development of cal 
culi or the onset of a biliary colic. Nor has a satis- 
factory explanation been found for the fact that only 
certain periods in life are potentially lithogenic. 
However, it is certain that a particular constitution 
and disturbance of the nervous system are factors 
that must be considered. Importance must be as- 
cribed to the presence of a morbid state resulting 
from a persistent low-grade toxicity in the blood and 
to the invasion of bacteria such as the typhoid and 


the colon bacillus and, in lesser degree, staphylococ- 
ci, streptococci, and the organisms of influenza. 

Drainage of the duodenum may aid in establishing 
the presence of infection in the biliary passages, but 
for an accurate deduction, patency of the ducts js 
essential. The presence of bile fluid rich in pus cells 
and albumin is indicative of infection, but no impor- 
tance is to be attached to the presence of choles- 
terin, bilirubin, and calcium crystals in the duo- 
denal fluid nor to the so-called granules of Petry, 
Draining the duodenal fluid is often of value in the 
identification of the bacterial flora causing the 
infection of the biliary passages, but often the duo- 
denal fluid is sterile in the presence of a clinically 
active gall-bladder infection. This is due to com- 
plete stenosis or occlusion of the ducts which inter- 
feres with the passage of the infected contents. 
Provocative doses of magnesium sulphate, of peptone, 
or of hydrochloric acid often stimulate an abundant 
flow of bile, but this cannot always be considered as 
coming from the gall bladder. Moreover, the provo- 
cative reflex caused by these substances is rarely 
observed in the presence of cholelithiasis, and its 
absence is not positive proof of obstruction of the 
gall bladder. 

Bacteriological tests of the duodenal fluid are of 
greater value in these cases of cholelithiasis, pro- 
vided there is a concomitant hyperchlorhydria or a 
normal acidity. In cases of hypo-acidity or achylia, 
it is of value only when the bacterial flora of the duo- 
denal fluid is not the same as that of the stomach. 
Before definite conclusions are drawn from the bac- 
teria isolated from the duodenal fluid, the agglutina- 
tive power of the patient’s serum on these bacteria 
should be tested. 

Colic and jaundice do not necessarily mean biliary 
stones as they may be of gastro-enteric or appendicu- 
lar origin. The association of biliary stones with 
gastric ulcers and appendicitis is not very uncommon. 

The presence of so-called biliary gravel in the 
feces is of little value in the diagnosis as small 
saponaceous substances are often found in the feces, 
particularly following the use of olive oil. 

Cholelithiasis may interfere with the normal 
motility of the stomach, producing either a hyper- 
chlorhydria or a hypochlorhydria, atonicity of the 
pyloric sphincter, or gastrospasm. In such cases 
there may be colic attacks of purely nervous origin, 
and these may develop either before or after a chol- 
ecystectomy. Such attacks are more apt to develop 
in the asthenic type of person and are, in a way. 
analogous to the gastric crises of tabes. In cases of 
atypical colic attacks, it is well to determine the 
bilirubin content of the blood. In cases of colic of 
biliary origin this appears with much greater rapidity 
and reaches a greater chromatic intensity, whereas 
when the colic is due to other causes the reaction is 
much more sluggish and the chromatic change is of a 
transient nature. The value of hypercholesteramia 
as a diagnostic index is unsettled. X-ray examina- 
tion has not as yet been sufficiently perfected for the 
diagnosis of all cases of biliary stones. 
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Cholecystitis may clear up spontaneously. In 
some cases the biliary passages may become stenosed 
and contracted to such an extent that deep palpation 
fails to reveal its presence, even during an acute 
attack. The gall bladder may become necrosed, 
ulcerated, and occasionally perforated. More com- 
monly, however, an empyema of the gall bladder 
results, or in conditions of marked chronicity, hy- 
drops. Not infrequently pleurisy on the right side 
develops during an attack of biliary colic, and this 
manifestation may aid in the diagnosis. 

In cholelithiasis of marked chronicity. cicatriza- 
tion and retraction of the surrounding tissue may 
lead to partial stenosis of the duodenum. Cancer of 
the biliary passages is not a frequent development 
following cholelithiasis. Pancreatitis, particularly 
of the chronic type, is a frequent complication, espe- 
cially when the stone is in the common duct. These 
infections localize primarily in the head of the 
pancreas and spread either through the circulatory 
system or lymphatics or by penetration through the 
diseased wall of the duct. Anomalies of the ducts 
of Wirsung and Santorini may favor the develop- 
ment of a pancreatitis. The diagnosis of chronic 
pancreatitis depends on the presence of a number of 
clinical manifestations. At best, it is a difficult one. 
The presence of undigested fat substance in the 
feces is of doubtful value. Glycosuria is extremely 
rare in pancreatitis associated with cholelithiasis. 

It is possible that in the occasional case of chole- 
lithiasis, flushing the duodenum with magnesium 
sulphate, peptone, or hydrochloric acid through a 
duodenal tube may prove helpful but no substance 
is known that will dissolve stones in the biliary pas- 
sages. A gall bladder which, on palpation appears 
enlarged because of infection or the presence of a 
stone, but which causes no symptoms need not be 
operated upon except in the cases of persons who 
have repeated infections. Immediate operation 
during an attack of colic is not necessary unless there 
are symptoms which indicate that life is in jeopardy. 
Patients subject to biliary colic without serious com- 
plications ought to be treated first medically. Opera- 
tion need be considered only when medical treatment 
has failed or attacks of colic appear with increasing 
frequency or are very severe or, in the absence of 
colic, a distressing dyspepsia develops. 

Operation is the method of choice in the cases of 
patients who cannot undergo prolonged medical 
treatment and who cannot adhere to a strict dietary 
régime. In no case should operation be postponed 
too long, as severe complications may set in. In 
cases of acute cholelithiasis, operation is indicated 
only when there are grave complications such as 
empyema or gangrenous changes; otherwise medical 
treatment is preferable. In chronic empyema opera- 
tion is always indicated. In acute occlusion of the 
common duct immediate operation is not necessary, 
but if the occlusion persists and jaundice and fever 
are marked, it is best not to delay operative measures 
longer than ten days. If fever is absent or slight, a 
delay of from one to two months is best. In cases 


complicated by acute or chronic pancreatitis opera- 
tion is advisable. 

Operation is usually contra-indicated by marked 
obesity, advanced arteriosclerosis, cardiorenal dis- 
ease, particularly in alcoholics, diabetes, and 
chronic bronchitis, but should be performed, irres- 
pective of these conditions, if the symptoms manifest 
severe disease of the gall bladder. 

Recurrent attacks of pain following operation may 
be due to stones that were not removed, adhesions, 
an irritable condition of the upper gastro-intestinal 
tract, an undiagnosed duodenal ulcer, or, rarely, 
chronic appendicitis. Achylia gastrica noted after 
cholecystectomy is not a postoperative condition. 

James V. Ricci, M.D. 


Gibbon, J. H.: The Contra-Indications to Chol- 
ecystectomy. A(flantic M. J., 1924, xxvii, 196. 
Decker, H. R.: Recurrent Cholelithiasis. A(lantic 

M. J., 1924, xxvii, 198. 

In the great majority of cases, the removal of the 
gall bladder is preferable to drainage, but it is a 
serious mistake to do a cholecystectomy in the 
presence of contra-indications. Cholecystectomy is 
contra-indicated in nearly all cases of normal gall 
bladder and in the majority of cases of acute infec- 
tion with jaundice. In these, drainage alone is far 
safer even though a second operation becomes 
necessary later. In most cases in which stones are 
found in the common duct or in the common and 
hepatic ducts, or sand or mud are found in the 
common duct, the gall bladder or its terminal por- 
tion should be preserved and drainage established. 
Cholecystectomy is contra-indicated also in cases of 
acute pancreatitis with jaundice. 

In approximately 8 per cent of cases operated on 
for disease of the biliary tract, symptoms return and 
a secondary operation is necessary. The usual causes 
of this secondary morbidity are cholecystitis, ad- 
hesions, and calculi. Calculi are found in 50 per cent 
of such cases but are true recurrences in only 7 per 
cent of cases. 

The gross character of the stones may indicate 
whether they are recurrences. The brown, soft, 
granular bilirubin stone is usually found in the duct 
and is apt to be quickly formed, while the white, 
faceted cholesterin stone requires a long time for its 
formation. 

The symptoms and findings in cases of recurrent 
cholelithiasis resemble those of the primary disease, 
depending, of course, upon the location of the stones 
and the condition of the gall bladder and ducts. 
The ultimate prognosis is favorable although the 
operative mortality is 5 per cent, which is two or 
three times the mortality of primary operations. 

The factors responsible for the recurrence of gall 
stones are infection and bile stasis. Infection favors 
the formation of stones by precipitating the bile 
salts and by forming large amounts of mucin, while 
stasis is responsible for incomplete evacuation of bile 
from the tract and favors precipitation and in- 
spissation of the bile. The presence of the gall 
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bladder increases the likelihood of recurrence by 50 
per cent. The treatment consists of clearing up 
infection in the gall bladder, ducts, appendix, and 
pancreas. It should include careful technique at the 
primary operation—cholecystectomy rather than 
cholecystostomy—appendectomy, and _ prolonged 
biliary drainage. Vaccine therapy and dietetic 
measures are of less value. Cyrit J. GLaspet, M.D. 


McGuire, S.: Opinions on Various Questions in 
Gall-Bladder Surgery Based on 1,000 Oper- 
ations. Virginia M. Month., 1924, |, 688. 


McGuire has operated on 1,000 cases of gall-blad- 
der disease during the past twenty years. In analyz- 
ing the case histories he finds the records are in- 
complete. He therefore emphasizes the great im- 
portance of the work of the American College of 
Surgeons in standardizing hospitals and demanding 
accurate and complete case records. 

The average age of the author’s patients was 45 
years. Seventy-one per cent were females. All of 
the patients were white. McGuire states that he can- 
not recall an instance of gall-stone disease in a 
colored person although he has had a considerable 
number of negroes in his clinical teaching. Frequent 
pregnancies, obesity, and constipation are important 
predisposing factors. 

Gall stones were present in 74 per cent of all cases 
and absent in 26 per cent. Many of the most severe 
cases of gall-bladder infection are not complicated by 
calculi formation. 

Five per cent of the cases are classified as cases 
of acute gall-bladder disease, but a considerable 
number were treated medically in the hospital 
during the acute exacerbation. 

When should the surgeon intervene in acute 
cholecystitis? Is it wiser and safer to treat the pa- 
tient medically until the disease is subacute and he 
is immunized to his infection? There is no definite 
rule in this condition as in appendicitis; the decision 
must depend on the symptoms in the particular 
case. Certainly an infection of the gall bladder is 
seldom comparable to the acute surgical emergency 
of appendicitis. 

The author drained 63 per cent of his cases and 
performed cholecystectomy in 37 per cent but the 
number of cholecystectomies has steadily increased 
during recent years. Eight per cent of the patients 
treated by drainage returned for a second operation 
on account of persistent fistula, recurrence of stones, 
or infection, while practically all of those subjected 
to cholecystectomy remained permanently well. 
McGuire now limits the drainage operation to cases 
which are poor operative risks, cases with associated 
pancreatitis, and cases of the very acute peri- 
colicystic adhesive types. The average mortality 
was 6.7 per cent. In the cases of common-duct stone 
the mortality was 10 per cent. 

In general, the rule holds true that in gall-bladder 
disease early surgery is safe. Late surgery is more 
difficult and dangerous. All cases of gall stone are 
surgical at some time. 


As regards the value of various tests and examina- 
tions, McGuire concludes that hypochlorhydria 
occurs about as frequently as hyperacidity. The 
roentgen-ray examination is of greater value jn 
localizing the lesion than in showing the shadows of 
calculi. 

The author induces anesthesia with gas-oxygen 
followed by ether. Through an upper right rectus 
incision he removes the appendix and makes a 
thorough abdominal exploration before inspecting 
the gall bladder. The examination of the gall blad- 
der and bile ducts should be accurately detailed in 
an anatomical description on the history sheet. 
The following questions should be answered: Is the 
gall bladder thick-walled? Does it empty on pal- 
pation? Are there adhesions or palpable stones? 
Are the glands enlarged? Is the common duct di- 
lated? These observations will be of the greatest 
importance if the patient returns later complaining 
of abdominal symptoms. McGuire removes the 
gall bladder by dissection from above downward. 
In the average case this is not as simple as isolation 
of the cystic duct and artery followed by dissection 
upward, but it prevents troublesome oozing from 
the liver bed so that the operative field is not ob- 
scured. In only a few cases is it necessary to effect 
removal by dissection from the fundus downward. 

Joun W. Nuzvm, M.D. 


McCracken, J. C.: Rupture of the Spleen. Ann. 
Surg., 1924, 1xxix. 80. 


McCracken states that while a number of other 
surgeons have reported cases of spontaneous rupture 
of the spleen, in all of the cases of his series the rup- 
ture followed an injury. Not once in his experience 
or in that of a number of his colleagues has sponta- 
neous rupture been diagnosed. Many of the Chinese 
have large spleens, yet five of the most active sur- 
geons in five different sections of China outside of 
Shanghai report that they have not seen a single case 
of rupture of the spleen either accidental or sponta- 
neous. Does rupture of the spleen, even in countries 
where large spleens are common, occur frequently 
only where modern industry prevails? Replies to 
the questionnaire sent out by McCracken tend to 
answer this question in the affirmative. 

In 30 per cent of the cases reported by the author 
the rupture was caused by a tram or motor car ac- 
cident, and in 50 per cent it was the result of assault 
and battery. The ages of the subjects ranged from 
10 to 39 years, with a general average of 24 years. 
Fifty per cent of the patients became unconscious 
at the time of the accident. Pain radiating to the 
left shoulder is mentioned in the literature, but was 
not present in this series of cases. The most common 
symptoms were pain and tenderness over the left 
side. The diagnosis is often very difficult. In one 
case all of the marks of injury and the most prominent 
symptoms were on the right side and the condition 
was diagnosed as rupture of the liver. At operation 
the liver was found to be uninjured and the spleen 
crushed. 
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In his early cases McCracken operated imme- 
diately as soon as a diagnosis was made. He now 
treats each case according to its particular indica- 
tions. The degree of shock, the condition of the 
blood, and the patient’s general condition determine 
the line of treatment. If the degree of shock is too 
great to allow immediate operation, the patient is 
put to bed with blankets and warm water bottles, 
js given morphine and warm saline solution by the 
Murphy drip method, and is placed in the Fowler 
position as soon as he is strong enough. 

One of the twenty patients refused operation and 
was taken from the hospital before any treatment had 
been given. Of the remainder, 58 per cent recovered. 
Of those who died, five were operated upon and 
two of these died on the operating table. Most of 
those who died were injuredin tramcar or automobile 
accidents or in falls from the second or third floor of 
a building. Of the patients injured by assault and 
battery, 80 per cent recovered; of those with tramcar 
and automobile injuries, 50 per cent recovered; of 
those injured in a fall, 100 per cent died. Decreasing 
hemoglobin and blood pressure and increasing thirst 
are strong indications for operation. 

McCracken comes to the following conclusions: 

1. Rupture of the spleen in China is greatly 
increased by modern civilization. 

2. Immediate operation is not always advisable. 

3. Usually splenectomy is the operation of choice, 
but if adhesions prevent removal of the spleen, bleed- 
ing may be stopped by packing. 

4. Great care should be taken not to injure the 
tail of the pancreas. 

5. The left rectus incision is the incision of choice. 

6. In a country where large spleens are common, 
rupture of the spleen should be thought of in all cases 
of injury to the abdomen followed by shock and 
hemorrhage. Joun L. Dies, M.D. 


MISCELLANEOUS 


Richards, L. G.: Non-Traumatic Hernia of the 
Diaphragm: An Embryological Viewpoint. 
Ann. Otol., Rhinol. & Laryngol., 1923, xxxii, 1145. 

The author has collected all the cases of non- 
traumatic hernia of the diaphragm which have been 
reported since 1900 and has tabulated those reported 
previously by Thoma and Grossa. 

Following a description of the anatomy, compar- 
ative anatomy, and embryology of the diaphragm, 
diaphragmatic herniz are classified as follows: 


1. True herniz, those with a hernial sac. 

a. Congenital, present at birth. 

b. Acquired: (1) through the natural open- 
ings, usually oesophageal; (2) elsewhere, 
traumatic and non-traumatic. 

2. False hernie, those withou a hernial sac. 

a. Congenital. 

b. Acquired: all traumatic. 

3. Eventration of the diaphragm. 

The factors involved in the etiology of these her- 
niz are as varied as the types themselves and differ 
according to the location of the hernia. In general, 
they may be divided into two main classes, intra- 
fetal and extrafetal. These are discussed at length. 

The aortic opening has never been known to be 
the site of a hernia. This is because it is behind the 
diaphragm and because its ring is tendinous, not 
muscular, and attached closely to the vertebre by 
the crura on each side. Neither has a hernia ever 
been found in the quadrilateral foramen through 
which the inferior vena cava passes. 

The various hernia sites may be divided as fol- 
lows: anterior, central, posterior, oesophageal, 
others. Any of the first three types may be right or 
left; the latter is the more common. The charac- 
teristics of hernie in these different locations are 
described. 

Lacher states that the only viscera which have not 
been found in the chest cavity at least once are the 
urogenital organs and the rectum. The stomach is 
the organ involved most frequently. 

A surprisingly large number of these herniz in 
adults have been discovered accidently at autopsy 
and were entirely unsuspected during life. As long 
as there is no strangulation, the condition is not 
incompatible with life. Most newborn infants with 
posterior defects and no sac die shortly after birth. 
Surgery is most successful in cases of hernia through 
a dilated cesophageal opening. True herniz are 
easie~ to close than false herniz. 

Eventration is not a true hernia, but a thinning 
out and weakening of the musculature of the dia- 
phragm on one side, usually on the left, which causes 
the dome to rise high in the chest. This condition 
may be congenital or acquired, acute or chronic. 
The author reviews the various theories as to the 
cause. 

The article is supplemented by numerous tables 
and diagrams illustrating the important points in 
the embryology of the parts involved. 

Crayton F. AnpreEws, M.D. 
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GYNECOLOGY 


UTERUS 


Ferguson, J. H.: A Note on the Relative Merits of 
Operations on the Round Ligaments for Retro- 
version of the Uterus, with a Suggestion for a 
Procedure for Increasing the Scope of Useful- 
ness of the Alexander-Adams Operation. J. 
Obst. & Gynec. Brit. Emp., 1923, Xxx, 382. 


The author states that pessary treatment is little 
more than palliative in retroversion, except in the 
puerperium when a pessary judiciously applied and 
worn until involution is comple‘e not infrequently 
effects a cure. 

Not every retroversion requires treatment. The 
cases demanding attention are those of fixed retro- 
version, those of retroversion associated with some 
degree of prolapse, those in which the uterus is bulky, 
and hose of uncomplicated retroversion associated 
with sterility in which no other cause for the sterility 
can be detected. Under normal conditions the 
round ligaments act as a delicate hairspring, and by 
their gentle restraining action on the fundus, main- 
tain the balance of anteversion. This restraint 
makes it possible for the intra-abdominal pressure on 
the posterior uterine wall to keep the body of the 
uterus forward. The associated action of the utero- 
sacral and broad ligaments is also of great im- 
portance. 

The strongest portions of the ligaments are those 
within the abdomen. In all cases in which the round 
ligaments are operated upon tocorrect a retroversion, 
it is essential that the damaged pelvic floor be re- 
paired by a plastic operation. Gilliam’s operation, 
when successfully performed, keeps the uterus well 
anteverted, but the author has seen some cases in 
which it failed to stand the strain of pregnancy. In 
Ferguson’s opinion this operation too greatly de- 
creases the mobility of the uterus. Moreover, it is 
often followed by severe pain lasting frequently for 
several days. 

The Baldy-Webster or sling operation has the ad- 
vantages of simplicity but renders the strongest part 
of the round ligaments useless. 

The Alexander-Adams operation or extraperito- 
neal method of shortening the round ligaments has 
fallen into disfavor because of its limited scope and 
the difficulties sometimes experienced in finding the 
ligaments, because it has been done so frequently 
in unsuitable cases with disappointing results, 
and because today the surgeon is able to deal 
with the peritoneal cavity with greater freedom and 
safety. 

The author performs an Alexander-Adams opera- 
tion with a transverse incision of the skin and ver- 
tical incision of the fascia and peritoneum. In this 
method, tension on the round ligaments from above 


renders their recognition at the external rings com- 
paratively easy with littl » opening up of the inguinal 
canals. The pelvic contents are explored through 
the incision, adhesions, diseased ovaries or tubes, 
and the appendix, if diseased, are dealt with as 
required, and the retroverted uterus is liberated if it 
is bound down. Next, the lower skin flap which has 
already been partially detached is reflected still more 
and pulled downward with a retractor. The exter- 
nal abdominal rings are then exposed and carefully 
defined as in the ordinary Alexander operation and 
the round ligaments are shortened in the usual way. 
RoLanp S. Cron, M.D. 


Commandeur and Eparvier: A Uterine Fibroma 
Simulating Interrupted Pregnancy (Fibrome 
uterin ayant simulé une grossesse interrompue). 
Bull. Soc. d’obst. et de gynéc. de Par., 1923, xii, 559. 


The patient, a nullipara 48 years of age came 

under observation December 1, 1922. Her last 
normal menstruation occurred December 18, 1921. 
There was no history of menorrhagia or metrorrha- 
gia. 
After two months of amenorrhcea, the periods 
again became regular but the flow was scanty. From 
May until September the breasts contained milk. 
Abdominal enlargement had been progressive. A 
diagnosis of pregnancy had been made by several 
doctors and midwives but as labor failed to oc- 
cur the patient consulted other obstetricians and 
finally arrived at the Lyons Maternity Hospital. 
There, a diagnosis of interrupted pregnancy at the 
sixth month was made. 

On January 14, membranous débris was expelled. 
The height of the fundus was 19 cm. The body of 
the uterus was smooth and of uniform consistency. 
The cervix was soft on the surface and cone-shaped. 
Fetal heart sounds, fetal parts, and a placental bruit 
were not detected. Roentgenograms were negative 
for a fetal skeleton. 

On February 14 colicky pains occurred with the 
discharge of blood-stained mucus and with uterine 
contractions. Ergot and pituitrin were given to 
favor the apparent onset of labor. The anterior lip 
of the cervix seemed to thin slightly. After a few 
days without result, operation was advised. This 
was refused, and the patient was not seen for five 
months. 

When she again sought treatment at the end of 
that time the cervix had become effaced, and a hard, 
smooth, rounded mass was felt in the canal. A diag- 
nosis of fibroma of the uterus was made. Operation 
revealed a uniformly enlarged uterus containing 
a large number of fibroids, one of which extruded 
into the cervical canal. 

ALBERT F. DE Groat, M.D. 
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De Vega Barrera, R.: A Suprapubic Abscess Fol- 
lowing Roentgen Treatment for Uterine 
Fibroma (Absceso supraptbico consecutivo a la 
radioterapia por fibroma del Gtero). Prog. de la 
clin., Madrid, 1923, xxvi, 641. 


The author's patient was a woman 30 years of age. 
The technique followed in the roentgen treatment 
was that of Seitz and Wintz, four irradiations sepa- 
rated by intervals of two months. The roentgeno- 
therapy caused castration and complete cessation of 
the hemorrhage due to the fibroma, but also pro- 
duced a large suprapubic abscess in the subcutaneous 
cellular tissue. Following drainage of the abscess, 
the patient made a rapid recovery. 

In the author’s opinion roentgen treatment is 
contra-indicated in cases of: (1) suppurated or gan- 
grenous fibroma; (2) fibroma accompanied by inflam- 
mation or a tumor of the adnexa; (3) submucous 
pedunculated fibromyoma partially or totally ex- 
truding into the vagina; (4) very voluminous fibro- 
mata or those which cause compression of the bladder. 

W. A. BRENNAN. 


Bowing, H. H.: The Application of Radium in 
Operable or Borderline Cases of Carcinoma of 
the Cervix Uteri Before Operation. Radiology, 
1923. 1, 199. 

Early carcinoma of the cervix is a rare clinical 
finding. A bimanual examination alone, however 
carefully performed, is not sufficient for the diag- 
nosis. The knee-chest position, Sims’ speculum, 
and a direct light are most helpful and should be 
used routinely. Proper biopsy material should be 
removed for study at the time of the radium 
applications. 

If the lesion is adequately treated with radium 
and the interval between the first application and 
the total abdominal hysterectomy is sufficient, car- 
cinoma cells will not be found on microscopic study 
of the specimen removed. As response to radium 
varies in different cases, individual treatment must 
be given. In cases of early carcinoma the most 
desirable procedure seems to be the introduction 
into the anterior portion of the cervical canal for 
fourteen hours of 50 mgm. of radium in the universal 
tube applicator, this to be repeated four times at 
intervals of three days and followed by total ab- 
dominal hysterectomy in four to six weeks from the 
time of the first application. 

As a pre-operative procedure irradiation with 
radium is by all means the surgeon’s most effective 
method. It destroys the neoplasm and calls forth 
the natural defense mechanism of the body. In 
cases of primary carcinoma of the uterine cervix 
this treatment does not increase the difficulties of 
operation. 

A total abdominal hysterectomy following the 
radium treatment is a justifiable procedure since it 
deals most effectively with the local pathologic con- 
dition and also with other pelvic lesions that may be 
found at the time of operation. 

H. H. Bowrne, M.D. 


Faure, J. L.: Systematic Employment of Micku- 
licz Drainage in Hysterectomy for Cancer of the 
Uterine Cervix (Le drainage systématique a la 
Mickulicz dans l’hystérectomie large pour cancer du 
col utérin). Bull. Soc. d’obst. et de gynéc. de Par., 
1923, Xii, 521. 

Long duration of the operation and infection con- 
tribute to the mortality of uterine cancer, and the 
frequency and severity of infection varies directly 
with the duration of the operation. Statistics differ 
widely, many surgeons reporting a mortality of 20, 
30, and 50 per cent. When the operation lasts three 
hours all patients succumb, and when it requires two 
houts, many succumb, but when the time is reduced 
to one hour the mortality is generally about 10 per 
cent. 

At various times the author’s mortality has been 
10 to 25 percent. Ina series of sixty-seven cases in 
which Mickulicz drainage was used there were only 
two deaths, a mortality of 3 per cent. 

The Mickulicz drain was used even when good 
peritonization was possible, and was removed gradu- 
ally, the retaining piece of gauze coming out the 
tenth day. 

Besides assuring thorough drainage, this method 
has the advantage that time can be saved by leaving 
hemostats in place and closing only the upper por- 
tion of the wound. 

The gravity of the operation thus parallels that of 
hysterectomy for fibroid. 

CoUvELAIRE, in discussing this paper, advocated 
Mickulicz drainage following hysterectomy per- 
formed in obstetrical conditions. 

ALBERT F. pe Groat, M.D. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Wahl, M. T.: Tuberculous Salpingitis. Surg. 
Clin. N. Am., 1923, iii, 1557. 

Greenberg found tuberculosis of the tubes in 
nearly 1 per cent of gynecological cases and reported 
that of every thirteen abnormal tubes removed, one 
was tuberculous. Statistics regarding the frequency of 
tuberculous salpingitis show considerable variation. 
This is due in part to the fact that a microscopic 
examination is not always made, and without a micro- 
scopic examination the diagnosis is often impossible. 
Williams showed that 75 per cent of his cases of 
tuberculous salpingitis were not recognized on mac- 
roscopic examination. Of 216 pathologic tubes 
removed in the past four years, eleven were found 
to be definitely tuberculous, and in only three of 
these was the condition definitely recognized at 
operation. Of these eleven cases only one was sus- 
pected clinically. 

Tuberculosis is much more frequent among col- 
ored women than among white women. Tubercu- 
lous sa pingitis occurs usually during the period of 
greatest sexual activity, but the author had one 
patient with the disease at the age of 15 years. The 
frequency of tuberculous salpingitis during active 
sexual life may have some direct relation to the alter- 
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nate congestion and anemia of the tube occurring 
with each menstrual period. 

Congenital maldevelopment of the internal geni- 
talia seems to predispose to tubal tuberculosis. Mer- 
letti found twenty-eight cases of tuberculosis of the 
uterus in eighty cases of hypoplasia. In a large per- 
centage of the cases there is a family history of 
tuberculosis. Greenfield reports that a positive 
family history is given in 22 per cent. In three of 
the author’s eleven cases either a brother or a sister 
had died of tuberculosis. Six of the patients gave a 
history of sterility. The frequent association of 
sterility with tuberculous salpingitis has been noted 
by others. Whether the sterility is due to the tuber- 
culosis or , edisposes to tuberculosis is yet to be 
determined, but in Wahl’s opinion it is improb- 
able that there is a definite connection between the 
two. In a large number of cases the onset of the 
disease is said to be associated with some phase of 
uterine menstruation. 

Two points on which there has been a good deal of 
controversy are, first, whether the tuberculosis is 
primary in the tube, and second, whether the con- 
dition has any relationship to tuberculosis of the 
peritoneum. It is generally believed that primary 
tuberculosis of the tube is possible but very rare, and 
that the tube becomes infected usually by way of the 
blood stream or by the extension of a process in 
the peritoneum. It is probable that the latter 
process i more frequent than the former, but here 
again there is a great deal of difference of opinion. 
Hzmatogenous infection would be dependent upon 
a primary focus somewhere else in the body from 
which tubercle bacilli escape into the general blood 
stream. The objection to this theory is that in many 
cases of tuberculous salpingitis no definite primary 
focus can be found, but it is well to bear in mind the 
fact that failure to demonstrate a primary focus 
does not exclude the existence of such a focus since 
it may be too small to cause physical signs. In some 
cases a tuberculous salpingitis may cause an infec- 
tion of the peritoneum. 

Tuberculous salpingitis is usually bilateral, but 
occurs more frequently on the right side than on the 
left. The tubes are more frequently the site of tu- 
berculosis than any other portion of the female 
genitalia. The uterus is affected next most fre- 
quently, and then the ovary. 

In a certain group of cases of tuberculous salpin- 
gitis the picture is that of chronic thickening of the 
tube such as is caused by other forms of chronic sal- 
pingitis and cannot be distinguished from that of a 
chronic pyogenic infection. In another group of 
cases it resembles an ordinary chronic pyosalpinx. 
The tube is enlarged, and often has a sausage shape. 
The distal end is occluded. The lumen of the tube is 
filled with a thick greenish-yellow pus and the inner 
wall shows a caseous area and cellular friable granu- 
lomatous tissue. In fact, the inner wall may have an 
encephalcid appearance. In most cases typical 
tubercles are not present, or are found only in the 
fimbriated end. Ina third group of cases the serosa 


may be covered with numerous tubercles. This type 
is most frequent in cases of general tuberculous peri- 
tonitis with secondary extension over the tubes. The 
most common gross form noted in the author's cases 
is the pyosalpinx. Occasionally cystic formations 
may be present and often these may become very 
complex. Apparently they arise from fusion of the 
adhesions present over the surface of the tube and 
represent secondary tuberculous inflammatory reac- 
tions. Another type of reaction which was striking 
in a number of the author’s cases was the neoplastic 
type in which there is an epithelial hyperplasia so 
marked as to lead to the formation of adenomatous 
structures protruding into the lumen of the tube. 
Some of these structures are so irregular and appear 
so invasive as to suggest a malignant change. The 
association between this condition and cancer has 
not been definitely established and is probably acci- 
dental rather than etiological. 

Conditions most commonly associated with tuber- 
culous salpingitis are acute appendicitis, especially 
a periappendiceal reaction, and adenomyomata. 

The symptoms are often very obscure. Usually 
pain and tenderness are present, especially in the 
lower part of the abdomen, but these are not severe. 
In some cases there is only a sensation of weight in 
the pelvis. Some patients complain only of a mass 
in the abdomen, some of loss of weight with occa- 
sional elevations of the temperature, and some of 
night-sweats and chills. As a general rule severe 
constitutional symptoms do not occur unless there 
is an associated general peritonitis. Usually there 
is a tender palpable mass in the vaginal fornix. 
Amenorrhoea or other menstrual disturbance is 
sometimes reported. Sterility is common. Often 
there is an obscure abdominal pain for months, with 
pain radiating into the lower back. As a rule there 
is a leucorrhoeal discharge. Physical examination of 
the chest and other portions of the body usually fails 
to reveal a primary focus. 

After removal of the tubes the prognosis is good as 
long as the tuberculous process is limited to the pelvic 
adnexa, but becomes grave when there is active 
tuberculosis elsewhere, when there is a pre-opera- 
tive elevation of temperature, and when there is 
extensive involvement of the peritoneum. 

Perhaps the most striking characteristics of tuber- 
culous salpingitis are the absence of distinctive and 
characteristic clinical symptoms and the frequent 
presence of only relatively slight lesions. As a rule 
there are numerous adhesions. 

Epwarp L. Cornett, M.l). 


Constantini and Fulconis: An Infected Ovarian 
Cyst Communicating with the Rectum; 
Hysterectomy; Cure (Kyste de l’ovaire suppuré 
et fistulisé dans le rectum; hystérectomie; guérison). 
Bull. de la Soc. d’obst. et de gynéc. de Par., 1923. Xi, 
484. 

The authors report the case of a woman 46 years 
old who was admitted to the hospital in March, 

1922, with a diagnosis of post-typhoid abscess open- 
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ing into the rectum. In August, 1921, she had ty- 
phoid fever which lasted for three months and was 
complicated by intestinal hemorrhages. In January, 
1922, she had a relapse with fever fora month. In 
the spring of 1922 she noticed that the stools were 
blood colored, the blood being bright red. Later 
they became semipurulent and finally purulent. Her 
general condition was fair and hertemperature nor- 
mal. 

When she was first seen by the authors her tem- 
perature was 37.5 degrees C., and a blood count 
showed 10,000 leucocytes and 82 per cent polynu- 
clears. Vaginal examination revealed a large fluctu- 
ating mass in the left iliac fossa. The uterus was 
large, pushed to the right, movable, and not involved 
by the tumor. Rectal examination was negative. 
The patient continued to evacuate yellow pus; at 
times this was foetid. Rectoscopy was negative. X- 
ray examination with a bismuth enema did not give 
any information. 

Operation revealed a large mucous cyst in the left 
iliac fossa. This was punctured and the liquid 
evacuated. It was then seen that the cyst extended 
into the true pelvis, lifting the broad ligament. A 
large mass was found also on the right side. In the 
attempt to remove it, it broke and pus escaped. Fol- 
lowing its removal an opening was found in the ante- 
rior rectal wall. This was repaired. Hysterectomy 
was then performed. The patient made an unevent- 
ful recovery. SALVATORE DI Pama, M.D. 


EXTERNAL GENITALIA 


Petit-Dutaillis, P.: The Treatment of Vulvar 
Cancer (Deuxiéme étude sur le traitement du can- 
cer vulvaire: la vulvectomie élargie). Gynécologie, 
1923, XXil, 513. 

Three cases of vulvar cancer are reported, one in 
which the lesion was limited to the clitoris and 
nymphe and two in which the labia majora were 
also affected. 

The author believes that the vulva should be 
treated as a distinct organ and removed as methodi- 
cally as the uterus. This ablation may be done either 
before or after irradiation and the excision may be 
carried well outside the external limits of the organ. 
Cancers of the vulva do not tend to spread in depth 
beyond the urogenital floor. The author has never 
seen a recurrence in the vagina or beyond the uro- 
genital floor. When a recurrence develops it appears 
in the skin or in the glands. In the majority of cases 
preliminary irradiation is given to sterilize the 
tumor as much as possible, but this is more or less 
useless when the cancer is in its beginning stages and 
more or less harmful when exuberant masses have 
been formed. 

With regard to the length of time operation should 
be delayed after irradiation, the author cites Del- 
porte of Brussels who removes the vulva the tenth 
week after radium treatment at which time he be- 
lieves the best sterilization has been obtained. 

Petit-Dutaillis always follows the removal of the 


vulva with deep radiotherapy on the scar, even 
when there has been pre-operative irradiation. In 
cases in which primary union is not expected, radio- 
therapeutic drainage may be established immediately 
after the operation or radium applied on the line of 
suture. 

The efferent vulvar lymphatic system and its 
glands are very sharply differentiated. The lym- 
phatics of the external genital organs and of the anal 
canal of common origin empty into the inguinal 
glands, lying parallel and below the inguinal lig- 
ament. From there they go to the iliac glands. 

The iliac glands may become involved early or 
late. The propagation may occur on one or both 
sides of the body, even though the extent of the 
tumor may be limited apparently to one side. This 
fact demonstrates the connection between the lym- 
phatic chains on the two sides. 

It becomes evident that in the treatment of this 
condition all of the affected glands must be removed 
and irradiation must be applied to the entire 
lymphatic current. The author does not favor pre- 
operative irradiation of the glands as this seems to 
cause adhesions and to render ligation of the vessels 
more difficult. He believes that the most simple 
method of sterilizing the infected tumors is cauteri- 
zation with the cautery. In brief, the treatment 
he advocates for vulvar cancer is complete ablation 
of the organ followed by superficial and deep irra- 
diation. 

The article is supplemented by illustrations show- 
ing the methods of excising the tumor. 

SALVATORE Di Parma, M.D. 


MISCELLANEOUS 


Spalding, A. B.: The Incidence of Venereal Disease 
in Patients Suffering with Sterility. California 
State J. M., 1923, xxi, 457. 

Pettit, A. V.: The Significance of Cervical Pathol- 
ogy in Sterility. California State J. M., 1923, 


xxi, 459. 

Anderson, C. W.: The Adnexal Organs in Relation 
to Sterility. California State J. M., 1923, xxi, 460. 

Lynch, F. W.: Tumors and Displacements in 
Relation to Sterility. California State J. M.., 
1923, xxi, 463. 

Pottenger, F. M.: What Relation Exists Between 
the Endocrine Glands and Sterility? California 
State J. M., 1923, xxi, 465. 

Loomis, F. M.: The Diagnosis and Treatment of 
Sterility. California State J. M., 1923, xxi, 466. 


SPALDING reviewed the histories of 200 patients 
complaining uf sterility to determine the incidence 
of venereal disease. Of a total of sixty-seven patients 
tested, eleven had a positive Wassermann reaction, 
an incidence of 16 per cent. This is a high percent- 
age when compared with a series of 882 gynecolog- 
ical cases in which only 6.6 per cent of the Wasser- 
mann tests were positive, and a series of 1,153 
obstetrical cases in which the Wassermann test was 
positive in only 3.7 per cent. Therefore in normally 
pregnant women the incidence of syphilis is about 
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half that found among non-pregnant women and in 
sterile women the percentage is higher. Oi forty- 
seven cases of primary sterility in which a Wasser- 
mann test was made, the reaction was positive in 
17 per cent. Of twenty women with secondary 
sterili'y three had a positive test, an incidence of 
20 per cent. It seems justifiable therefore to con- 
clude that syphilis is a common factor in sterility 
and is more frequently associated with primary than 
with secondary sterility. 

With reference to the incidence of gonorrhoea in 
women with sterility, it is assumed that involvement 
of Skene’s and Bartholin’s glands is indicative of 
gonorrhceal infection. Infection of Skene’s glands 
was noted in 14 per cent and infec ion of Bartholin’s 
glands ina slightly smaller percentage. In more than 
50 per cent of the cases cervicitis was found, and in 
30 per cent there was evidence of tubo-ovarian 
infection. 

Uncomplicated retroversion is not in itself a fre- 
quent cause of sterility. Sixteen of thirty-three 
husbands (50 per cent) showed aspermia. 

Pettit investigated the condition of the cervix in 
230 sterile women. The ave age age was 29 years 
and the average period of sterility fiv > years. Chronic 
infection of the cervix was present in 56 per cent 
of the cases, and in 31 per cent of these there was 
palpable evidence of internal pelvic inflammation. 
In 73 per cent of thirty cases of chronic endocer- 
vicitis insufflation tests showed the tubes to be 
closed. Stenosis of the cervix was a possible cause 
of sterility in eleven cases, but in Pettit’s opinion 
stenosis is rarely responsible alone. In all of these 
cases there was sufficient inflammation to produce 
thick mucus which plugged he stenotic canal. In 
seven cases of infantile cervix there was infantilism 
of other organs of generation. In one case the cause 
of sterility was an endocervical polyp. In forty-four 
cases a test of tubal patency was made. In fourteen 
without signs of cervical infection the tubes were 
found patent. Of thirty cases with cervical infec- 
tion the tubes were found patent in only eight. The 
sterility in these cases was due probably to the cer- 
vical condition. 

Forty-two of 125 women with known cervical 
inflammation were sterile. In only sixteen of these 
cases was evidence of inflammation of the endome- 
trium noted in specimens obtained by curettage. 
This shows the marked immunity of the endome- 
trium even in the presence of cervical and tubal 
disease. In these 230 cases of sterility pelvic inflam- 
mation seemed to be the most important single fac- 
tor producing the sterility, being present in 56 per 
cent. The indication is for early and thorough treat- 
ment of the cervix to prevent local barriers to the 
ingress of spermatozoa and to prevent extension of 
the infection which may cause permanent destruc- 
tion of the generative organs. 

ANDERSON believes that the tubes and ovaries 
play a very important part in sterility. Until re- 
cently, the tubes were held mainly responsible. Sal- 
pingitis is by far the most important factor impair- 
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ing the functional value of the tube as an oviduct. 
Gonorrhceal salpingitis more than any other type 
shows a tendency to become cured spontaneously, 
and many women with bilateral gonorrhceal sal- 
pingitis have recovered and have subsequently borne 
children. 

However, tubes that are severely inflamed or fre- 
quently re-infected are apt to be permanently 
damaged. In such cases the fimbriated extremity 
frequently becomes occluded. Sometimes the tube 
remains open at the abdominal extremity, but js 
closed at some other point of its course. Sterility is 
the rule in tuberculous salpingitis. Infantilism and 
appendicitis in childhood are occasional factors in 
the production of sterility. 

Disorders causing sterility by interfering with 
ovarian function are constitutional, toxic, endocrine, 
and mechanical. Among constitutional causes are 
malnutrition, anemia, cachexia, and_ conditions 
arising from faulty diet and hygiene. The most 
important toxic conditions are syphilis, mumps, 
chronic alcoholism, morphinism, and arsenic, phos- 
phorus and lead poisoning. Endocrine sterility 
includes cases of infantilism with undeveloped ova- 
ries and those in which sexual activity wanes earlv 
in life. Inflammatory conditions of the ovaries 
result in adhesions which interfere mechanically 
with the normal maturation of the graafian follicle 
and the discharge of the ovum. 

The important point in the diagnosis of a case of 
sterility in which the tubes are suspected is the 
patency of the tubes. This is best determined by 
the Rubin gas-inflation test. With the exception of 
tumors and cysts of the ovary, the diagnosis of 
ovarian conditions can be made best by careful con- 
sideration of the history. 

The most promising treatment of obstructed tubes 
is gasinflation. Ina large percentage of cases plastic 
surgical procedures are not successful. Conditions 
of the ovary leading to sterility do not offer an attrac- 
tive field for surgery. 

Lyncu discusses fibroids, retroversion, and retro- 
flexion as causes of sterility. About 30 per cent of 
married women with fibroids are sterile. Sterility is 
common in women with large fibroids, but it is very 
probable that both sterility and fibroids are due toa 
common factor. A large percentage of retrodisplace- 
ments causing no symptoms are of congenital origin. 
Sterility is much more common in cases of con- 
genital retroposition than in cases in which the 
retroposition has been acquired. Of 459 women 
with retroflexion, 128 women became pregnant but 
in eighty this occurred while the uterus was known 
to be anteverted. 

PoTTeENGER discusses the relation between the 
endocrine glands and sterility. Genital function is 
stimulated by ovarian, thyroid, pituitary, and supra- 
renal secretions. It seems to be diminished by the 
thymus and at times by the thyroid. In a certain 
group of cases of sterility the ovary is a constant 
factor. Ovulation may not take place, but on the 
other hand it may occur in the absence of menstru- 
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ation. Hypoplasia and hypo-activity of the ovaries 
of congenital origin are due usually to hypo-activity 
of the thyroid or pituitary. At times the adrenals 
are also at fault. 

A very marked influence is exerted upon the sex 
organs and sex function by the thyroid secretion; a 
decrease in this secretion in early years stunts the 
growth and development of the sex organs and in 
later life depresses the function of ovulation and 
menstruation, in a considerable number of cases 
leading to sterility. The influence of the pituitary 
gland on the sex organs is often greater than that of 
the thyroid. Hypopituitarism occurring before 
puberty may cause any one of three conditions: 
infantilism, both general and sexual, without dipos- 
ity; stunted growth with genital hypoplasia and 
adiposity; or gigantism with adiposity and genital 
hypoplasia. All of these conditions lead to ster- 
ility. It is not uncommon for sterility and an early 
menopause to follow toxemia. The cause may be 
direct injury to the ovaries or to the thyroid and 
pituitary. 

Loomis presents data on the diagnosis and treat- 
ment of sterility based upon an analysis of 150 con- 
secutive cases. He finds that the sterile woman does 
not differ greatly from the average primiparous 
obstetrical patient in menstrual abnormalities or 
leucorrhoeal discharge, but is usually about five 
years older than the average primipara. 

When cervical disease is present and can be cor- 
rected, the prognosis is favorable. The infantile 
uterus is less apt to become pregnant. In cases of 
adnexal disease the prognosis is poor unless opera- 


tion is performed. Tubal inflation and examination 
of the woman after coitus are indispensable for 
diagnosis and treatment. In 35 per cent of the cases 
examination after coitus shows poor, few, or no sper- 


matozoa. In about 15 per cent the condition is 


hopeless. Harry W. Fink, M.D. 


Graves, W.P.: The Relation of Backache to Gyne- 
cology. Boston M.&S.J., 1923, clxxxix, 1057. 


Backache above the sacral or lumbar regions has 
no definite relationship to pelvic disease. Relief of 
such backache following pelvic operations is effected 
indirectly or incidentally. 

On the basis of a study of 500 cases of uterine 
retroversion the author maintains that low back- 
ache is very often associated with malposition of the 
uterus and frequently is relieved by reconstructive 
operations. In 76 per cent of the cases reviewed 
complaint was made of low backache and in 85 per 
cent of 263 cases followed up the condition was cured 
or greatly relieved by treatment. 

That backache is due specifically to certain uterine 
malpositions is proved further by the frequency of 
sacral backache in young nulliparous women with 
retroflexion of the uterus. 

In cases of retroflexion of the uterus essential dys- 
menorrheoea is generally felt in the lower part of the 
back instead of in front as in cases of uterine ante- 
flexion. 
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Absence of backache in the presence of retro- 
flexion of the uterus is the exception rather than 
the rule. 

In cases of marked prolapse, the greater the de- 
scent of the uterus the less frequent are the symp- 
toms of fatigue and backache. Women with com- 
plete procidentia suffer least. 

The author emphasizes the importance of exclud- 
ing orthopedic errors before assuming that a back- 
ache is due to pelvic disturbance. 

C. Fiske Jones, M.D. 


Bergeret and Moulonguet: Primary Chorionepi- 
thelioma of the Broad Ligament (Chorio- 
épithéliome primitif du ligament large). Gynéc. 
el obst., 1923, viii, 528. 

Primary chorionepithelioma of the broad ligament 
is a rare and little understood tumor. According to 
the literature, it has never been recognized prior to 
microscopic examination, being mistaken for pelvic 
haematocele or an angioma. 

The authors review, particularly from the stand- 
point of pathogenesis, a case of their.own and others 
reported in the literature. 

The authors’ case was unusual in that the tumor 
pulsated, produced a thrill and a systolic souffle, and, 
by compression of the ureter, a hydronephrosis. 

At operation, marked telangiectasis was found 
throughout the pelvis, especially in the immediate 
vicinity of the tumor in the right broad ligament. 
After supravaginal hysterectomy the tumor was in 
part removed. It consisted of a single cavity filled 
with old clots. The lining resembled the intima of 
blood vessels. The walls of the cavity were thin and 
composed of areolar tissue honeycombed by large 
blood vessels. The broad ligament showed a plexus 
of the adult type of veins and arteries, and in the 
intervening connective tissue, masses of leucocytes, 
most of which were polymorphonuclears. Only a few 
areas of small extent showed the syncytial cells char 
acteristic of the tumor, the chance finding of which 
made the diagnosis possible. Serial sections showed 
the uterus and adnexa to be normal. Most remark- 
able was the enormous development of adult blood 
vessels stimulated by minute masses of syncytial 
cells. In this connection the authors call attention 
to the theory of “‘hormonozones” of Gley. 

Common to the cases reported in the literature are 
abortion with retention of placental fragments and 
bleeding. Frequently there is fever. Examination 
reveals a pelvic effusion or a vascular tumor simulat- 
ing aneurism or angioma. Some of the symptoms 
and signs are those of early pregnancy, viz., vomit- 
ing, hot flashes, pruritis, and enlargement of the 
breasts. 

The problem in pathology consists in accounting 
for the presence of an extra-uterine chorionepithe- 
lioma in the presence of a normal uterus and adnexa. 
In the authors’ opinion, the tumor developed pri- 
marily outside the uterus from migrated elements of 
a normal chorion or a placental mole. 

ALBERT F. pe Groat, M.D. 
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Klaften, E.: Biological Changes After Weak 
Roentgen Irradiation in Certain Gynecological 
Conditions (Ueber biologische Veraenderungen 
nach Roentgenschwachbestrahlung bei einigen gynae- 
kologischen Erkrankungen). Zentralbl. f. Gynaek., 
1923, xlvii, 1171. 

The main changes following weak roentgen ir- 
radiation of the hypogastric region in females are in 
the leucopoietic system. The appearance of large 
platelets and thrombopenic purpura after weak 
irradiation possibly points to an indirect effect on 
the spleen. 

Weak roentgen irradiations in inflammatory 
diseases of the adnexa produce the same effects as 
those usually seen after parenteral, specific and non- 
specific protein therapy. THALER (G). 


Mandelstamm, A. E.: The Operative Treatment 
of Incontinence of Urine in the Female (Zur 
operativen Behandlung der Incontinentia urinae bei 
Frauen). Verhandl. d. Russ. Chir. Kong., Petrograd, 
1923. 

The author discusses the anatomy of the internal 
sphincter of the urethra and the origin of inconti- 
nence in women, especially after trauma. There are 
various treatments, but especially satisfactory re- 
sults are obtained with Stoeckel’s plastic operation 
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on the internal sphincter. In complicated cases 
(cicatrices, fistule, etc.) the pyramidalis plastic of 
Stoeckel or the levator plastic of Franz is used. In 
the cases of old women, very good results are ob- 
tained with the Wertheim-Schauta technique con- 
sisting of interposition of the uterus with a peri- 
neal plastic. 

Fifteen cases of urinary incontinence have been 
treated surgically by the author. 

This paper was discussed by Figurnow and 
Mandelstamm of Petrograd. 

Ficurnow has found that the sphincteroplasty of 
Stoeckel gives good results in cases in which the 
fundus of the bladder assumes a very high position. 
When the position is low, the sphincteroplasty must 
be supplemented by elevation of the fundus of the 
bladder and its fixation by suture to the posterior 
surface of the symphysis. 

MANDEISTAMM said that the low position of the 
fundus of the bladder by no means plays the im- 
portant part in the etiology of urinary incontinence 
that is ascribed to it. In one-half of 218 plastic 
operations performed during the last four years the 
fundus of the bladder was found displaced downward 
but caused no disturbances in urination. Such dis- 
turbances were noted only seven times. 

Grecory (Z). 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Smith, F. C., and Shipley, V.T.: The Abderhalden 
Reaction. Am. J. Obst. & Gynec., 1924, vii, 24. 


As a practical serological test for the diagnosis of 
pregnancy would be of great value, the authors 
attempted to modify the technique of the Abder- 
halden test so as to overcome its manifest faults and 
to make it more practical. One hundred and thirty- 
one sera were tested, forty-three from pregnant 
women. fifteen from non-pregnant women, and sev- 
enty-three from males. These tests showed that 
while the natural ferments present in the serum are 
somewhat increased during pregnancy, there is no 
evidence of a specific ferment. The tests on the sera 
of pregnant women were uniformly positive, but the 
large number of positive results in tests on the sera 
of men and non-pregnant women proved that the 
test is of no value for the diagnosis of pregnancy. 

Epwarp L. Cornett, M.D. 


Rowley, W. N.: Dental Care During the Prenatal 
Period. Am. J. Obst. & Gynec., 1923, vi, 737- 


The fact that the teeth may be the focus of infection 
causing certain kidney lesions is recognized. During 
pregnancy the function of the kidneys must be safe- 
guarded. Teeth showing evidence of periapical 


infection may be safely removed during pregnancy. 
Co-operation of the dental surgeon with the clinician 
in diagnosis and treatment is of great importance 
and proper preparation of the patient is essential. 
The areas of infection should be removed by 


stages. In most cases surgical removal is the 
method of choice. In practically every case local 
anesthesia is satisfactory. The period of pregnancy 
at which removal may be best accomplished depends 
upon the patient’s condition. Early removal of the 
dental foci should be a part of every prenatal régime. 
Prophylactic peridontia is equally important. 
Carious teeth demand attention. Temporary dental 
fillings are preferable to permanent work. 
Epwarp L. Cornett, M.D. 


Walthard, K. M.: The Histologic Changes in the 
Ovaries During Pregnancy (Ueber die histologi- 
schen Veraenderungen des Ovariums waehrend der 
Graviditaet). Zischr. f. Geburtsh. u. Gynaek., 1923, 
Ixxxvi. 74. 


The first signs of retrogression of the corpus luteum 
of pregnancy were found after the second month; 
after the fifth month they were distinct, and in the 
puerperium very pronounced. In the first two months 
of pregnancy fatty degeneration of the lutein cells 
was discovered; in the later months this decreased. 
Drops of cholesterin were frequently found in the 
retrogressing corpora lutea of the puerperium. No 


pigment belonging to the lipochromes could be 
demonstrated during pregnancy. In the finely gran- 
ular theca cells that had undergone fatty degenera- 
tion a substance was found that is probably iden- 
tical with Escher’s carotin. 

For the bodies in the lutein cells, which Miller 
describes as “colloid drops,”” Walthard proposes the 
name ‘globular myalin,’”’ a term which designates 
the nature of these bodies more accurately. As a 
substitute for the term, “obliterating form of atre- 
sia,”’ introduced by Seitz, the terms “follicular 
atresia” and “‘theca lutein cysts’’ are proposed. 

The author was unable to find any morphological 
proof that during pregnancy any other cells than the 
lutein possess the possibility of internal secretion. 
Therefore he rejects, for the human ovary, the term 
“interstitial ovarian gland”’ as applied to the theca 
cells of the atretic follicle as a whole. Werner (G). 


Danby, A. B.: Three Cases of Pregnancy, with 
Extravasation of Blood Associated with Albu- 
minuria. Proc. Roy. Soc. Med., Lond., 1924, xvii, 
Sect. Obst. & Gynzc., 20. 


The author suggests that extensive extravasations 
of blood into the pelvic tissues may be manifesta- 
tions of toxemia of pregnancy. He believes that the 
multiple various sized hemorrhages which are almost 
pathognomonic of toxemia of pregnancy are due 
not only to increased blood pressure but also to 
changes within the blood vessel walls dependent 
upon the toxic substance. The three cases he reports 
were the following: 

Case 1. The patient was a primipara aged 30 
years. There was no sign of varicose veins, arterio- 
sclerosis, or renal disease. Slight oedema of the 
ankles appeared one month before confinement and a 
trace of albumin was first found in the urine two 
weeks before labor. 

Two hours after labor began, a swelling the size of 
a walnut appeared in the right labium. The position 
of the fetus was occiput left anterior. The os was 
completely dilated. The swelling became progres- 
sively larger with each pain until it assumed the size 
of a small fetal head, completely blocked the birth 
canal, and extended to the perineum. 

Spontaneous rupture occurred and a 7% lb. baby 
was delivered by forceps. The duration of labor 
was four and one-half hours. No pituitrin was given. 
The urine still showed a slight trace of albumin. 

Cask 2. The patient was a primipara aged 32 
years. Fifteen hours after delivery a paravaginal 
haematoma appeared. It extended from the base of 
the broad ligament to the perineum and into the but- 
tock. The labor was premature at eight months. 
At six months, the patient had had an attack of 
nausea and vomiting with aburnin ¢<sensation in the 
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epigastrium. Later, jaundice appeared with marked 
pruritus. The urine at this time was normal and 
the blood pressure 132-72. 

When the hematoma was formed the urine showed 
a thick cloud of albumin; the coagulation time and 
blood pressure were normal. There were no perineal 
tears. 

The blood clot was evacuated by means of a 2-in. 
incision into the left labium. Convalescence was 
prolonged by a colon-bacillus infection of the hema- 
toma cavity. The urine continued to show a trace of 
albumin. 

Case 3. The patient was a primipara aged 26 
years. The previous pregnancy terminated in a mis- 
carriage at five months. The labor of the second 
pregnancy began at full term. The blood pressure 
was 148-98. The urine showed a thick cloud of albu- 
min. The position was occiput left anterior. The 
vaginal walls showed petechial hemorrhage. Pre- 
mature separation of the placenta occurred shortly 
after the onset of labor and cesarean section was per- 
formed. A dead baby and a completely separated 
placenta were delivered. Hemorrhages occurred in 
both broad ligaments and beneath the pelvic perito- 
neum extending over the bladder. No intraperito- 
neal blood or fluid was found. The uterus was a 
deep purple. Supravaginal hysterectomy was done. 
The pathological examination showed diffuse ham- 
orrhage over most of the uterine wall and fatty 
degeneration of the capillary vessels, especially in 
the hemorrhagic areas. 

The author cites the literature to substantiate his 
conclusion that the toxic factors causing the uterine 
and subperitoneal hemorrhages are sometimes re- 
sponsible also for vulvar hematomata. 

C. Fiske Jones, M.D. 


Cruickshank, J. N.: Studies of the Toxemias of 
Pregnancy as They Occur in Glasgow. J. 
Obst. & Gynec. Brit. Emp., 1923, Xxx, 541. 


For the purpose of the investigation reported, the 
following classification of cases was adopted: (1) 
hyperemesis gravidarum, (2) albuminuria and ne- 
phritis, (3) pre-eclamptic toxemia, and (4) eclampsia. 

The incidence of the various forms of toxemia of 
pregnancy was investigated in a series of 23,630 
cases admitted to the Glasgow Royal Maternity and 
Women’s Hospital between January, 1913, and 
December, 1922, a period of ten years. 

The average incidence of hyperemesis gravidarum 
for the entire period was 1.21 per cent, and the aver- 
age incidence of albuminuria and nephritis, 2.84 per 
cent. The group of cases included under the term 
pre-eclamptic toxemia constituted, on the average. 
0.15 per cent of all cases admitted. The incidence 
of eclampsia was found to be 3.6 per cent for the 
entire ten-year period, but the incidence varied in 
different years from 2.8 per cent to 6.1 per cent. 

Of the 814 women with eclampsia, 78.5 per cent 
had convulsions before or during labor, while in the 
remaining 21.5 per cent the convulsions began after 
delivery. Sixty and one-tenth per cent of the women 


with eclampsia were primigravide. When a correc. 
tion was made to allow for the high percentage of 
primigravide among the total number of cases 
admitted, eclampsia was found to be about twice as 
common in primigravide as in multipare. 

The incidence of eclampsia was highest in patients 
19, 20, and 21 years of age. In primigravide the 
greatest frequency was in the age group 19 to 21, and 
in multipare in the age group 25 to 27. Ina compari- 
son with the percentage of the total number of cases 
admitted in each age group, it was found that while 
there was a distinct tendency for eclampsia to occur 
in the older primigravide, the influence of advanced 
age was much more marked in multipara, though 
the degree of multiparity had little relation to the 
frequency of the condition. 

The maternal mortality varied from 15.6 per cent 
to 31.6 per cent, with an average of 22.4 per cent. 
The death rate for all cases admitted during the 
same period ranged from 3.1 per cent o 5.4 per cent, 
with an average of 3.8 per cent. The average death 
rate from antepartum and intrapartum eclampsia 
was 23.5 per cent and that from postpartum eclamp- 
sia 18.2 per cent. 

Of the 689 pregnancies in eclamptic women, 34.1 
per cent ended in the birth of a living mature child, 
12.6 per cent in the birth of a living premature child, 
and 36.6 per cent in stillbirth (17.2 per cent mature 
and 19.4 per cent premature). Of the remaining 
II5 cases, twenty resulted in abortion; ninety-five 
of the women were dismissed undelivered. In com- 
parison with the figures for unselected cases ad- 
mitted to the hospital, stillbirth was found to be 
about three times as frequent in cases of eclampsia 
as in the general admissions to the hospital. Pre- 
mature birth was also considerably more common in 
the cases of eclampsia than in an unselected control 
series. 

Of the 322 children born alive of eclamptic mothers 
27 per cent died within ten to fourteen days of 
birth (17 per cent mature and 54 percent premature). 
The death rate in unselected cases of live births 
in the hospital was 8.4 per cent. Therefore the death 
rate among the infants of eclamptic mothers was 
more than three times the general infantile death 
rate in the hospital. Epwarp L. Cornett, M.D. 


Plass, E. D.: Non-Protein Nitrogenous Constitu- 
ents of the Blood in Eclampsia and Allied 
Conditions. J. Am. M. Ass., 1924, Ixxxii, 266. 


The author summarizes his findings as follows: 
The non-protein nitrogen, urea, and uric acid in the 
blood plasma of normal pregnant women have a dis- 
tinct tendency to fall in the lower range of normal. 
This is particularly true of the urea, in which excep- 
tionally low concentrations are occasionally mani- 
fest. At the end of labor the opposite tendency is 
sometimes apparent in the uric acid values. 

There are no characteristic changes in the concen- 
trations of these substances during the toxemias of 
pregnancy, whether these conditions are associated 
with convulsions or not. In many instances the 
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serum or plasma findings are quite normal, while in 
other cases there is amoderate increase. Theincrease 
is noted most often in the uric acid values, a mod- 
erate rise in the concentration of this nitrogenous 
end-product being common. Examination of the 
findings in cases of undoubted clinical nephritis fails 
to show any particular variation which may be 
regarded as pathognomonic of the condition. It 
seems, therefore, that chemical examination of the 
blood for these constituents is useless as an index of 
the severity of the pathologic changes in eclampsia 
and its toxamias. Ro anp S. Cron, M.D. 


Voron and Mantalin: Lumbar Puncture in Eclamp- 
sia (Ponction lombaire et éclampsie). Bull. Soc. 
d’obst. et de gynéc. de Par., 1923, xii, 551. 


Three cases of eclampsia were treated by lumbar 
puncture after the usual treatment with sedatives and 
measures to promote elimination. In each a clear 
fluid under normal pressure was obtained. The 
punctures were followed promptly by marked 
improvement, notably of the nervous symptoms, 
delirium, visual disturbance, and headache. 

ALBERT F. DE Groat, M.D. 


Gilliatt, W.: Piacenta Previa in Four Successive 
Pregnancies. Proc. Roy. Soc. Med., Lond., 1923, 
Sect. Obst. & Gynec., 2. 

Gilliatt’s case was that of a woman 32 years of age 
whose first pregnancy in 1914 was complicated by 
lateral placenta previa which caused the birth of a 
stillborn child at seven and a half months. Labor 
was preceded by considerable hemorrhage for a 
week. The second confinement, which occurred in 
April, 1919, was preceded by severe hemorrhage due 
to central placenta previa; the fetus presented by 
the breech. The placenta was perforated and a leg 
brought down, a dead fetus then being delivered 
spontaneously. The mother made an uneventful 
recovery. In her third pregnancy, which occurred 
about a year later, bleeding began early, but this 
was not severe and the fetus was carried to term. 
The presentation, which was transverse in the early 
months of pregnancy, terminated in spontaneous 
delivery as a first vertex. Manual removal of the 
placenta was necessary on account of postpartum 
hemorrhage. It showed evidence of premature 
separation and was evidently attached to the lower 
uterine segment over the internal os. 

The patient again became pregnant in 1922. 
Bleeding began at about the sixth month. Labor 
occurred at about the thirty-second week of preg- 
nancy. When the cervix was half dilated the pla- 
centa could be felt covering two-thirds of the dilated 
canal. The membranes were ruptured and a leg was 
brought down. Delivery of a living child occurred 
spontaneously in ten minutes. The placenta, which 
was removed manually, showed no unusual features. 

Only two other cases of repeated placenta previa 
were found in the literature. In the first it occurred 
five successive times, and in the second it occurred 
twice. Harry W. Fink, M.D. 


Nubiola: Disintegration of the Placenta in Utero- 
placental Apoplexy (La placentolyse dans l’apo- 
plexie utéroplacentaire). Gynéc. et obst., 1923, viii, 
495- 

The author has made a_tudy of five consecutive 
cases of premature separation of the placenta from 
the clinic of Barcelona with special reference to 
changes in the placenta and evidence of maternal 
toxemia. Common to all of the cases were albumi- 
nuria (in one case there were eclamptic convulsions) ; 
internal and external hemorrhage with a normally 
inserted placenta; death of th fetus; a large excava- 
tion in the placenta at the site of the hematoma 
resulting from hyaline degeneration of the villi; 
marked dilatation of the placental vessels with 
points of rupture and parenchymatous hemorrhage 
often extending into the maternal circulation; and 
numerous white and red infarcts. 

The conclusion is drawn that the minor changes in 
the placenta, white and red infarcts, and the more 
serious uteroplacental apoplexy represent different 
degrees of the same pathological process and find 
their pathogenesis in the autointoxications of preg- 
nancy. 

The article is concluded with a report of the results 
of immunological studies in which fetal and maternal 
serum and erythrocytes and placental extract were 
employed. ALBERT F.. De Groat, M.D. 


Drosin, L.: Views and Observations on Abortions. 
N. York M. J. & Med. Rec., 1923, cxviii, 546. 


The author classifies the causes of abortion as 
maternal and fetal. The former includes obstipa- 
tion, constipation, and full bladder with exaggerated 
antecession or anteversion of the uterus resulting in 
congestion. 

Other maternal causes are ascensus, supracensus, 
rigid ligaments, a short vagina, fibrosis, hypertrophy 
of the uterus, or adhesions which prevent sinking of 
the uterus into the pelvis and by thus cutting off the 
blood supply cause uterine anemia. 

Of the fetal causes the author stresses especially 
twisting or apoplexy of the cord resulting in the 
death of the fetus. 

Under symptoms the author describes certain 
signs found during bimanual examination which are, 
as he claims, typical of the type of abortion. 

When abortion is threatening, the administration 
of ergot is contra-indicated, but when it is inevitable 
ergot is of value to control bleeding and assists in 
emptying the uterus. 

In general the author advises curettage with a 
sharp curette in all cases of abortion. The operation 
should be preceded by a hypodermic injection of 
pituitrin and followed by swabbing the interior of 
the uterus with full strength iodine. 

During the curettage for therapeutic abortion the 
anterior wall just above the interior os should be 
carefully and thoroughly curetted and if the uterus 
is in retrodisplacement the same care and thorough- 
ness should be observed in regard to the posterior 
wall. 
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Ballooning out of the uterus is best controlled by 
the use of pituitrin and ergot followed by careful 
curettage. 

The author claims that except in the cases of 
primipare the necessity for anesthesia for emptying 
the uterus can be avoided by tactful management 
and cheerful reassurance. He advises against the 
uterine drain and intra-uterine douche. He never 
curettes when the bladder is distended. 

S. Cron, M.D. 


Mason, N. R., and Storrs, R. W.: An Analysis of 
400 Cases of Extra-Uterine Pregnancy. Boston 
M.&S.J., 1923, clxxxix, 914. 

The authors have analyzed 400 cases of extra- 
uterine pregnancy operated upon at the gynecolog- 
ical clinic of the Boston City Hospital in a period of 
twenty years. The most striking point in the his- 
tories was menstrual irregularity. Irregular bleeding 
occurred in 89.5 per cent of the cases and varied in 
duration from one day to several months. The 
character of the pain varied from a dull ache to a 
sharp stabbing pain in one side of the lower abdomen. 
Vomiting occurred in 40 per cent and when accom- 
panied by fainting indicated marked peritoneal 
irritation. The age incidence followed very closely 
the usual curve of childbearing. The youngest pa- 
tient was 18 years of age and the oldest 47. Extra- 
uterine pregnancy developed before the third par- 
turition in 73.8 per cent of the cases. A previous 
operation for ectopic pregnancy had been performed 
in 3.5 per cent, and in 11 per cent a previous lapa- 
rotomy had been done. 

In cases with considerable loss of blood the tem- 
perature was subnormal and corresponded roughly 
to the degree of shock and hemorrhage. The pres- 
ence of concomitant signs of pregnancy could not 
be relied upon. Softening of the cervix was recorded 
in 145 cases, and breast changes or blueness of the 
vagina were noted in a very few. Abdominal tender- 
ness was present in 80.5 per cent of the cases, and in 
about half of these was localized in one of the lower 
quadrants. The findings of vaginal examination 
and the presence of dark blood with clots were of 
considerable diagnostic value. A vaginal mass was 
felt in 84.7 per cent of the cases. 

From the standpoint of treatment, cases of ectopic 
pregnancy may be classified in three groups: (1) 
those with marked signs of shock and hemorrhage 
which are poor surgical risks; (2) those which show 
definite signs of hemorrhage but are good operative 
risks, and (3) those without signs of bleedingin which 
the diagnosis is doubtful. In the first class the treat- 
ment is that of shock, and of the measures employed, 
blood transfusion is the most valuable. If there 
is no improvement after three to four hours, bleed- 
ing is probably still active and operation is indicated. 
For the second class of cases immediate laparotomy 
under ether anesthesia is recommended. In cases 
with a bulging mass, high temperature, and marked 
leucocytosis, the employment of vaginal puncture 
with a large caliber needle has been very helpful in 


the diagnosis. The third class of cases may be 
treated symptomatically until a diagnosis is made 
and then subjected to laparotomy. 

Excision of the involved tube is recommended. 
The other tube, if normal, should be left. Blood clots 
should be removed if the patient’s condition war- 
rants it. Oozing is controlled best by pressure or 
packing. In the absence of infection, the abdomen 
should be closed without drainage. The abdominal 
operation is preferable to the vaginal as it is followed 
by quicker recovery. 

Free blood was found in the abdomen in 260 
cases. Tubal abortion had occurred in seventy-five 
cases and tubal rupture in 167. One case of ovarian 
pregnancy developed to practically full term. In 193 
cases other abdominal disease was found; this may 
be a factor in the production of ectopic pregnancy. 
Of 308 cases examined microscopically 250 showed 
chorionic villi. 

The mortality was 7.7 per cent. The causes of 
death, given in decreasing order of their frequency, 
were peritonitis, “‘shock and hemorrhage,’’ ileus, 
bronchopneumonia, pericarditis, and acute dilatation 
of the heart. Harry W. Fixx, M.D. 


Della Porta, P.: A Case of Extra-Uterine Preg- 
nancy at Term with a Living Child (Di un caso 
di gravidanza extrauterina a termine con -feto vivo). 
Riv. ital. di ginec., 1923, ii, 77. 

Four days after missing a menstrual period, the 
patient, a woman 32 years of age, noticed for a few 
minutes a loss of bright red blood. A month later 
she was taken severely ill with violent vomiting, pro- 
fuse sweats, and pain in the lower part of the abdo- 
men. With rest in bed, these symptoms ceased. 
Ten days later she had a similar attack but the pain 
was localized in the right iliac fossa. She applied 
for examination at a maternity hospital April 17, 
1922. 

Examination revealed anaemia (red blood cells, 
2,500,000) and a large tumor about the size of a four 
months’ pregnancy anterior to the cervix. A diagno- 
sis of extra-uterine pregnancy was made but as the 
patient then felt a great deal better, she refused 
operation. She was therefore discharged with the 
recommendation to remain under medical super- 
vision. 

On October 10, 1922, when she was re-admitted to 
the hospital, she stated that for four months she 
had felt active fetal movements, and that she had 
enjoyed good health since her previous discharge but 
a few days previously had experienced cramp like 
abdominal pain which was particularly severe when 
the fetal movements occurred. 

The abdomen was enlarged as in pregnancy at 
term but the enlargement was more marked on the 
right side than on the left. Palpation was unsatis- 
factory on account of tenderness, but a fetal head 
was felt above. On the right side the fetal heart was 
felt. The vaginal portion of the cervix was pushed 
backward and the external os was closed. The body 
of the uterus could not be distinguished from the 
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mass which was palpated externally. The vaginal 
vault was distended, particularly to the right, where 
a fetal part was felt. On exploration, the uterus was 
found empty. A diagnosis of extra-uterine preg- 
nancy at term was made. 

On October 14, a laparotomy was done. Beneath 
peritoneal adhesions was a resistant mass to which 
the omentum and intestinal coils were adherent. 
When the sac was incised, amniotic fluid escaped. 
The child was found alive and in a podalic position. 
The placenta was inserted on the ascending colon. 
As an attempt at removing the placenta resulted in 
severe hemorrhage, packing was resorted to after 
the removal of the rest of the fetal sac. The child 
was a male; it was 49 cm. long and weighed 2,950 
gm. The mother recovered. A report received 
June 30, 1923, stated that the child was in good 
health. 

The author concludes his article with the following 
statements: 

1. Even when interruption is threatened repeat- 
edly, extra-uterine pregnancy may continue to term 
as a secondary abdominal pregnancy. 

2. To prognosticate the continuation of an ectopic 
pregnancy with repeated threatened interruption is 
very often difficult. 

3. It is advisable to wait only until the end of the 
sixth month of pregnancy, as after this time the 
placenta has been completely formed and definitely 
fixed, the possibility of a viable child is increased, 
and the immediate danger is diminished. 

When the fetus is living it is best not to attempt 
to deliver the placenta if it is implanted on an organ 
of importance, unless such delivery is easy. 

SALVATORE Dt Parma, M.D. 


LABOR AND ITS COMPLICATIONS 


Steinberg, B.: The Use of Pituitary Extract in 
Labor. Am. J. Obst. &Gynec., 1924, vii, 82. 


The effect of pituitrin on the uterus simulates nor- 
mal uterine contractions, but pituitrin pains are 
stronger, they do not last as long as normal pains, 
and they occur at shorter intervals. At no time is 
tetany produced. When pituitrin is given in the 
first stage of labor, before complete or almost com- 
plete dilatation of the cervix, cervical lacerations may 
result. In cases of pelvic malformation in which the 
fetus is not expected to adapt itself to the passages, 
pituitrin should not be used. In the cases of women 
who have had numerous pregnancies, the uterus 
may rupture even under normal conditions and 
hence any additional force in the form of pituitrin is 
dangerous. Contractions induced with pituitrin to 
initiate labor simulate normal contractions more than 
those which are induced during labor. Women whose 
labors are hastened with pituitrin are less apt to 
develop cystocele and rectocele because the length 
of time the baby exerts pressure on the perineal 
structures is decreased. 

Pituitrin is indicated in the following conditions: 
(t) prolonged labor; (2) exhaustion; (3) weakening 


of the uterine contractions; (4) uterine stasis with 
the head in the perineum, and (5) fetal complica- 
tions. These indications must be associated with 
the following conditions: (1) a normal pelvis; (2) 
engagement of the presenting part; (3) complete or 
nearly complete dilatation of the os or a dilatable 
os; and (4) rupture of the membranes. 

In fact, any indication for forceps indicates the use 
of pituitrin. Forceps necessitate the use of anesthe- 
sia, produce lacerations, endanger the fetus, and 
expose the patient to infection through manipulation. 

If the effect of pituitrin simulates normal contrac- 
tions the author assumes that in small doses, as 
tried in one of the six cases reviewed, it can initiate 
labor. Epwarp L. Cornet, M.D. 


Berkeley, C.: The Use and Abuse of Obstetrical 
Forceps. J. Obst. & Gynec. Brit. Emp., 1923, xxx, 
413. 

The author criticizes the teaching of obstetrics in 
the medical schools of London. He attributes the 
poor obstetrics done in London to the lack of a suffi- 
cient number of obstetrical beds for teaching pur- 
poses in the London hospitals, to the fact that stu- 
dents are not compelled to attend the antenatal 
clinics, and to the fact that the seriousness of an 
obstetrical operation is not sufficiently appreciated 
by the patient’s family, the attending accoucheur, 
and the majority of practitioners. 

The most frequent indication for the forceps opera- 
tion is delayed labor. The author discusses delayed 
labor at length and concludes his article with the 
following statement: “It has been said with some 
semblance of truth that gynecologists would starve 
if it were not for bad midwifery. The forceps is an 
extremely valuable instrument when used with intel- 
ligence and in suitable cases; so is poison gas.” 

A statistical report of the forceps cases in the 
London Maternity Hospital from 1908 to June 1923 
is appended. Rotanp S. Cron, M.D. 


Hirst, J. C.: The Case Against Axis-Traction For- 
ceps. J. Am. M. Ass., 1924, lxxxii, 295. 


The author discusses the various types of forceps 
and concludes that the best is the Dewees forceps 
although in these, as in the others, the pull applied 
at the handles is multiplied at the blades. 

He then considers the indications generally ac- 
cepted for the use of axis-traction forceps, the 
methods of application, the injuries to the mother 
and child, and the after-effects in the mother. 

The article is concluded by a discussion of alterna- 
tive methods of delivery. In many cases, when 
proper pelvic measurements are taken and proper 
prenatal work and antepartum fetometry are carried 
out, much or all difficulty can be avoided by timely 
induction of premature labor. If the measurements 
are too small to justify this procedure, an elective 
cesarean section one week before term is the obvious 
solution. When the patient is seen for the first time 
in labor, a different plan must be followed. First, 
a test labor of sufficient length is necessary to deter- 
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mine what she will do for herself. If sufficient time 
is allowed, the head will often mold and enter the 
pelvis without aid. 

If the head does not enter or descend the pelvic 
canal to the level of the ischiatic spines spontaneously, 
it should not be dragged down. Ordinarily, forceps 
of any kind are justifiable below the level of the 
ischiatic spines but not above it. With our present 
facilities for surgical delivery, high forceps have no 
place in obstetrics. If the axis-traction forceps are 
applied and the head is brought down easily, they 
are unnecessary. The Simpson forceps properly 
applied, with the so-called axis-traction grip—one 
hand pushing the handles upward and pulling mod- 
erately outward, and the other hand making down- 
ward pressure at the lock of the handles—will exert 
all the force that is justifiable and will bring the head 
down as well as the axis-traction instrument and 
with much greater safety to the mother and child. 
In this respect the modern Kieland forceps with 
their lack of pelvic curve and with a shifting lock 
may prove superior to the Simpson forceps. 

If this degree of force is not sufficient to move the 
head, greater force should not be applied. In these 
cases, if the child is dead, craniotomy is the proper 
method of procedure, but if the case has been intel- 
ligently managed up to this point the child will not 
be dead, and a low cervical cesarean section will 
secure its delivery with maximal safety to both the 
mother and the child. This is a much safer proce- 
dure than an axis-traction delivery requiring the 
usual amount of force. There is much less risk of 
sepsis and no risk of hemorrhage; the child is never 
needlessly mutilated; and subsequent normal de- 
livery is not jeopardized provided the patient’s 
measurements permit it. Ro anp S. Cron, M.D. 


Crothers, B.: Changes of Pressure Inside the Fetal 
Craniovertebral Cavity. Surg., Gynec. & Obst., 
1923, XXXVil, 790. 

In this article the results of the application of 
force to the fetus during delivery are considered from 
a physiological and neurological standpoint. The 
most important lesions which may be caused directly 
by force are rupture of the falx cerebri or tentorium 
cerebelli and rupture of the cervical spinal column. 
These are not necessarily fatal but they expose the 
medulla and upper cord to injury. 

Under ordinary circumstances the medulla is pro- 
tected from injurious pressure by the tentorium, 
and by equilibrium of fluid pressure at the foramen 
magnum which prevents downward dislocation of 
the contents of the posterior fossa. This balance of 
pressure can be upset and herniation of the cerebel- 
lum and medulla may be produced by rupture of the 
dural septa or by combinations of forces which main- 
tain or increase the intracranial pressure while 
diminishing the spinal pressure. 

Breech extraction as commonly performed brings 
dangerous and unphysiological forces into play. 
Pathological evidence shows that rupture of the 
tentorium occurs in 88 per cent of stillborn infants 


delivered in so-called normal breech labors. A con- 
siderable number of injuries of the vertebral column 
or the spinal cord may also be logically attributed to 
traction during breech delivery. 

In addition to the gross injuries, which account for 
about half the deaths of viable newborn babies, 
various alterations of pressure during delivery and 
manipulations made during resuscitation may cause 
fatal or disabling lesions in the central nervous sys- 
tem. 

Asphyxia, as commonly described in obstetrical 
literature, is vaguely defined and pathological and 
experimental evidence of it is lacking. While the 
absence of proof is not in itself evidence against the 
obstetrical conception, it invites challenge. The 
pathological findings, particularly those in babies 
dying after breech delivery, raise the question 
whether efforts to prevent fetal asphyxia may not 
add to the already great risk of injury to the cranio- 
vertebral cavity. Harry W. Fink, M.D, 


Harper, P. T.: The Occiput Posterior. 1m. J. 
Obst. & Gynec., 1924, vii, 53. 


Treatment of the occiput posterior is summarized 
as follows: 

Until the shoulders have become engaged, treat- 
ment that displaces the child’s body toward the 
front and holds it there favors the assumption of an 
anterior position by the occiput, providing the pre- 
senting part is so located that the occiput can rotate. 
The latter may lie above or below but not in the 
inlet. After engagement of the shoulders, neither 
forward displacement of the body nor even manual 
rotation of the occiput gives hope of permanent 
assumption of an occiput anterior position because. 
when the rotating force is removed, the occiput re- 
assumes its anatomical relation to the shoulders. 

When labor is obstructed at the inlet or in the 
upper mid-pelvis and the occiput is posterior, the 
conditions to be treated are those that have caused 
obstruction, such as retraction and pelvic deformity, 
and not posterior position of the occiput. In other 
words, when labor is obstructed high up there is no 
treatment for the occiput posterior as such. When 
the presenting part rests in the low mid-pelvis or at 
the pelvic outlet and when anterior rotation and sub- 
sequent advance do not occur, the treatment depends 
upon the cause or causes of delay. The most impor- 
tant item in the management is artificial aid in 
accomplishing what the patient is unable to do, in 
doing it in the way that most closely simulates the 
natural process, and in doing it before untoward 
results of delay demand it. These requirements are 
met by the judicious use of forceps. 

The attitude toward the occiput posterior should 
be one of active expectancy. Active expectancy 
applies treatment that is indicated, but is not med- 
dlesome. It is the opposite of a policy of mere “‘let- 
ting alone” that results in treatment only when it is 
demanded by fully-developed abnormalities and may 
be more difficult and less satisfactory. 

Epwarp L. Cornett, M_1). 
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Emge, L. A.: The Repair of Birth Lacerations of 
the Cervix Uteri. Am. J. Obst. & Gynec., 1924, vii, 
16. 

Immediate cervical repair at the end of the third 
stage of labor is feasible and advisable if it is effected 
by an experienced obstetrician under ideal conditions 
and proper surroundings. It requires experience in 
recognizing cervical lacerations at this period and 
the development of a special technique. It is not 
devoid of danger, but when carried out with proper 
regard for asepsis will not materially influence the 
morbidity. It may, or may not, slightly prolong the 
patient's stay in the hospital as this depends chiefly 
upon the type of delivery. It gives excellent results 
in the cases of primiparous women; 83 per cent do 
not require any further local ireatment. In the 
cases of multiparous women who have had previous 
tears of the cervix it is unsatisfactory as healing is 
prevented by insufficiency of the blood supply. 

Under strictest asepsis two of Young’s vaginal 
retractors are introduced into the vagina after the 
expulsion of the placenta and after 1 c.cm. of ‘“‘asep- 
tic ergot’’ has been given intramuscularly. The 
cervix is then brought into view by pressure over the 
fundus by an assistant, and with the aid of two 
sponge holders the organ is fully and easily ex- 
posed. An ether sponge is then applied to the raw 
edges. This blanches the tissue and thereby ren- 
ders the torn connective tissue easily distinguish- 
able. Tears less than 0.5 cm. in length are dis- 
regarded. All others, which usually occur in the 
angles of the cervix, are approximated by single mat- 
tress sutures. This type of suturing does away with 
cutting into the epithelial edges of the lips by the 
sutures in case severe cedema develops. The sutur- 
ing is done with so-called “forty-day” chromic cat- 
gut No. 3 threaded on large Mayo needles. Great 
care is taken to tie the sutures just tightly enough 
to approximate the edges of the laceration evenly, 
with allowance for the slight amount of swelling that 
takes place soon after delivery. Primary union 
usually occurs within twenty-four to forty-eight 
hours; after this length of time the value of the 
suture is problematical. Epwarp L. Cornett, M.D. 


Judd, A.M.: A New Type of Cesarean Technique. 
N. York M. J. & Med. Rec., 1923, cxviii, 572. 


Following a review of the history of caesarean 
section the author states that in cases of frank infec- 
tion all types of the operation, including the Porro 
procedure, are definitely contra-indicated. The 
only possible exception is the Latzko operation as 
practiced by Davis. 

Judd believes that it is a great mistake to do a 
hysterotomy before a hysterectomy and to expect 
the pelvic lymphatics to care for the infection. He 
therefore advocates hysterectomy followed by hys- 
terotomy of the extirpated uterus. The procedure 
should not take longer than five to seven minutes 
after the clamps have been put in place. 

The article is concluded by the following state- 
ment: “This method of procedure I have carried out 


in two cases up to this writing. My success in both 
cases in securing a living mother and child proves 
nothing except that it is easily done. 

S. Cron, M.D. 


Stone, M. J.: Report of a Case of Postmortem 
Cesarean Section. JN. York M.J.& Med. Rec., 
1923, CXviii, 571. 

The case reported was that of a multipara who 
died of bronchopneumonia and pulmonary oedema. 
The section was performed one minute after death. 
The fetus was resuscitated after thirty minutes of 
stimulation but died fifteen hours later. 

While every attempt should be made to save the 
child, it is always advisable to have another physi- 
cian verify the death of the mother. The survival 
of the child depends on various factors. The best 
results are obtained when the section is done during 
the first seven minutes after the death of the mother. 

Rotanp S. Cron, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Clauser, F.: Functional Tests of the Kidney in the 
Puerperium (Sull’esame funzionale dei reni nello 
stato puerperale). Riv. ital. di ginec., 1923, ii, 25. 

Clauser discusses at length the several tests of 
renal function thus far devised, and then describes 
his modification of Nyiri’s sodium hyposulphite 
method as follows: 

The bladder is emptied and the urine is kept as a 
control. Ten cubic centimeters of 10 per cent sodium 
hyposulphite are then injected intravenously and the 
bladder is tapped one, two, and three hours after the 
injection, each specimen being carefully labelled and 
measured. Twenty cubic centimeters of the urine to 
be tested are shaken thoroughly with 0.5 gm. of 
animal charcoal for two or three minutes and then 
filtered. To 10 c.cm. of the filtrate is added a little 
starch solution, and titration is carried out against 
tenth-normal iodine solution. The end-point is 
reached when the blue color is fully developed. 

The amount of iodine solution used multiplied by 
15.8 gives the amount of substance in 10 c.cm. 
of urine that is capable of binding iodine. Such 
substance is found in variable quantities in all 
urines, and most of it can be removed with animal 
charcoal. The amount not removed by charcoal in a 
given case is determined in the control specimen by 
the test described, and the figure thus obtained is 
subtracted from the figure obtained in the test speci- 
men, the resulting figure representing the amount of 
hyposulphite in the given specimen. In the three- 
hour period after injection, the normal kidney will 
excrete from 30 to 4o per cent of the amount of hypo- 
sulphite injected. The degree of renal insufficiency 
is indicated by the difference in the amount of the 
drug excreted from the amount normally excreted. 

Clauser carried out the test in women in the last 
three months of pregnancy, in others in labor, and 
in others after delivery. A number were tested 
through the three stages. 
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The test is very reliable. In some cases it dis- 
closed renal insufficiency that would ordinarily be 
overlooked. Clauser advances the opinion that the 
kidney of the pregnant woman is never a truly nor- 
mal kidney. 

The definite decrease in function, which in the 
ordinary pregnancy is usually moderate, becomes 
marked during labor but does not give rise to serious 
trouble, possibly because of the shortness of this stage. 
During the puerperium the kidney usually regains 
its function in less than five days. The renal lesion 
in eclampsia is often less grave than that in ordinary 
chronic nephritis accompanying pregnancy. There- 
fore it is necessary to watch the kidneys of pregnant 
women, since chronic nephritis often takes an insi- 
dious course and may escape timely detection unless 
proper functional testing is done. 

SALVATORE DI PALMA, M.D. 


Gauthier and Lapointe: Three Hundred and Fifty 
Cases of Puerperal Fever Treated by Curettage 
and Continuous Irrigation (Sur 350 cas de fiévre 
puerpérale traités par le curettage et l’irrigation con- 
tinue). Bull. et mém. Soc. de chir. de Par., 1923, xlix, 
1463. 

In 350 cases of postpartum infection treated by 
curettage and continuous irrigation of the uterus 
there were only three deaths. After curettage the 
uterine cavity was irrigated with a constant flow of 
sterile water or saline solution by means of a small, 
non-perforated catheter and a somewhat larger and 
perforated catheter. This treatment, which was 
begun from two to eight days after the first signs of 
infection, caused a rapid fall in the temperature. 

Loyat E. Davis, M.D. 


NEWBORN 


Riesenfeld, E. A.: The Physiological Loss of 
Weight in the Newborn and Its Control. Am. 
J. Obst. & Gynec., 1923, vi, 728. 


In most newborn infants the loss of weight occur- 
ring after birth may be viewed with equanimity. In 
the cases of very small infants, particularly those 
that are premature, the physiological loss may be 
difficult to overcome and may be great enough to 
jeopardize life. When the chilling to which most 
infants are exposed is avoided, the loss is appreciably 
less. Maintenance of the body surface temperature 
throughout the first day of life and the administra- 
tion of proper amounts of fluid by mouth may con- 
ceivably prevent it entirely. 

The loss of weight occurring during the first days 
of life is a physiological process. Most infants after 
birth are exposed to temperature changes amounting 
to a fall of 30 degrees. In the cases of 169 infants 
in which this chilling was prevented the actual loss in 
the first twenty-four hours averaged 3.4 oz. and the 
relative loss averaged 3.2 per cent. In the cases of 
124 infants who were exposed to the temperature 
change, there was an actual average loss of 4.6 oz. 
and a relative average loss of 4.6 per cent. The loss 


of weight in infants who were used as controls (not 
being exposed to heat) was 43.7 per cent more than 
the loss sustained by those so exposed. 

Epwarob L. Cornett, M.D, 


Walther, P., and Leliévre, A.: Polycystic Kidneys 
and Meningocele in Three Consecutive Infants 
(Trois cas de lésions polykystiques rénales accom. 
pagnées de méningocéle dans trois accouchements 
consécutifs). Bull. Soc. d’obst. et de gynéc. de Par., 
1923, Xl, 535- 

The author reports the case of a woman who in 
three successive pregnancies gave birth to an infant 
with a meningocele at the posterior extremity of the 
superior sagittal sinus and with large polycystic kid- 
neys. Death occurred shortly after birth, and an 
autopsy was performed. 

The article is concluded with a historical review 
of the various theories which have been advanced 
regarding the pathogenesis of this type of kidney 
lesion. ALBERT F. DE Groat, M.D. 


MISCELLANEOUS 


Anspach, B. M.: The Trend of Modern Obstetrics— 
What Is the Danger? How Can It Be Changed? 
Am. J. Obst. & Gynec., 1923, vi, 566. 


Routine induction, routine version, and routine 
prophylactic forceps increase the danger of child- 
birth to both mother and child. 

Labor should not be begun or ended routinely. 
Induction forceps and version should be employed 
only if they are definitely indicated for the sake of 
the mother or the child. 

The unavoidable fetal mortality in labor is be- 
tween 1.5 and 2 per cent; in other words, that 
percentage of infants at term will be born dead, ir- 
respective of the methods employed. In a report 
of a series of cases, the details of every fetal death 
should be given. The avoidable fetal mortality in 
conservative obstetrics may be estimated at about 1 
per cent. 

The woman in labor should have the constant and 
continuous attendance of a competent obstetrician. 

The practice of obstetrics should be carried on by 
obstetrical partnerships; when this comes into vogue, 
objectionable routine methods will be abandoned and 
maternal and fetal mortality statistics will be im- 
proved. Epwarp L. Cornett, M.D. 


Hendry, W. B.: The Teaching of Obstetrics and 
Gynecology. Am. J. Obst. & Gynec., 1923, vi, 583. 


The author discusses the teaching of obstetrics 
and gynecology with particular reference to the 
system followed in the College of Medicine of the 
University of Toronto. 

The course in obstetrics and gynecology is con- 
fined to the final two years. In the first of these the 
subjects are covered by a series of lectures and 
demonstrations. Ninety lectures in all are given on 
the principles and practice of obstetrics and gyne- 
cology, while twenty demonstrations are given in 
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history-taking, the mechanism of labor, pelvic 
measurements, the use of instruments, pathology, 
etc., one-sixth of the class attending each demon- 
stration. When the classes are small the demon- 
strations are of much greater value than when they 

e large. 
wryThe bedside clinic is the ideal method of teaching, 
but has its limitations as its effectiveness depends on 
the number of students attending and the amount 
of clinical material available. 

The junior year is largely didactic, but the 
final year is almost entirely clinical. During that 
time the students have their headquarters in the 
obstetrical building and absorb the atmosphere of 
the department. 

Special attention is paid to the student’s training 
in antenatal care, abdominal palpation, and pelvic 
examination, and the course is made as practical as 
possible. The laboratory side of the training is not 


neglected, however, both gross and microscopic 
specimens of conditions under discussion being 
demonstrated at the clinics. 

Epwarp L. Cornett, M.D. 


Mackenzie, W.R.: Roentgenographic Pelvimetry. 
J. Obst. & Gynec. Brit. Emp., 1923, xxx, 556. 


A standard plate for pelvic measurements is 
necessary and the patient must be roentgenographed 
in the position of the “‘standard’’ pelvis, with the 
same point of focus and with the X-ray tube at 
the same angle to, and the same distance from, the 
sensitive plate. 

The X-ray shows the variety of the pelvic con- 
traction distinctly, and the various pelvic diameters 
can be worked out with ease. Another advantage 
of roentgenographic pelvimetry is that it subjects 
the patient to less discomfort than other methods. 

Epwarp L. Cornett, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Perrier: Chronic Enterorenal Syndrome with 
Nephroptosis: Colectomy, Nephropexy, Cure 
(Syndrome entéro-rénal chronique avec néphroptose: 
colectomie, néphropexie, guérison). J. d’urol. méd. 
el chir., 1923, xvi, 424. 

Perrier reports the case of a woman 28 years of age 
who had suffered from enterocolitis with diarrhoea 
since the age of 12 years. Eventually this condition 
became associated with lumbar pain on the right 
side, symptoms of cystitis, oedema of the ankles, 
headache, stupor, and persistent vomiting. The 
right kidney was easily palpable and painful and the 
renal pelvis was dilated. The urine was loaded with 
colon bacilli. Lavage with collargol afforded no 
relief. On several occasions there was hematuria. 
A cure was effected by a colectomy with ileosig- 
moidostomy and nephropexy. 

Loyat E. Davis, M.D. 


Brettauer, J., and Rubin, I.C.: Hydro-Ureter and 
Hydronephrosis: A Frequent Secondary Find- 
ing in Cases of Prolapse of the Uterus and 
Bladder. Am. J. Obst. &Gynec., 1923, vi, 696. 


The authors studied six cases of complete proc- 
identia with a large cystocele and four cases of 
partial procidentia. In the latter the cervix was 
markedly hypertrophied and elongated, as was the 
portion of the uterus that protruded through the 
introitus. Hydro-ureter and hydronephrosis were 
present in eight of the cases. In two, the urological 
examination failed to show any abnormality. It is 
interesting to note that the latter were cases of partial 
prolapse; in one there was a large cystocele and in 
the other a cystocele of moderate size. In four cases 
the hydronephrosis was bilateral. As a rule com- 
plete prolapse was associated with a large cystocele 
and bilateral kidney-ureter dilatation. In the case 
of an elderly multipara with a slight cystocele the 
dilatation of the renal pelvis was bilateral but mod- 
erate. Ina case of large cystocele without prolapse, 
there was moderate unilateral hydronephrosis, show- 
ing that the dislocation of the bladder itself causes 
ureteral stasis and dilatation. 

Pessaries were worn by only three of the patients. 
One had a unilateral hydronephrosis, and another, a 
moderate bilateral hydronephrosis. The latter had 
gone without the pessary for eight months preceding 
the examination. In the third case no dilatation was 
found but the patient wore a pessary at irregular 
intervals. 

In general it may be said that the older the patient 
and the longer the duration of the prolapse, the more 
probable that dilatation of the kidney pelves and 
ureters will be associated with it. From the high 
incidence of hydro-ureter and hydronephrosis in 


cases of prolapse of the uterus with cystocele (8% 
per cent of the cases forming the basis of this study) 
it is logical to conclude that there is an important 
etiological relationship between the two conditions, 
The importance of early operation to correct descen- 
sus and genital prolapse must be recognized. Ip 
inoperable cases a pessary will relieve the prolapse and 
save the kidneys from secondary damage. 

In advanced, neglected cases it becomes all the 
more important to study and conserve kidney fune- 
tion before undertaking operative correction of the 
prolapse. Greater attention to the phenolsulphone- 
phthalein and indigo-carmine output and to exam- 
ination of the blood for nitrogen retention, etc. may 
indicate the extent of kidney damage in a woman with 
genital prolapse. To determine the degree of ureteral 
dilatation simple testing of the capacity of the 
renal pelvis and ureter by the use of sterile water 
alone will be sufficient. The injection of sodium 
iodide or sodium bromide in solution should be 
reserved for doubtful cases. 

It may be well also in undertaking established 
operations for the cure of uterine prolapse or in 
planning newer methods, to consider the relief of the 
ureter and kidney dilatation. Postoperative urolog- 
ical examination will ultimately indicate the best 
procedure for these cases. At the present time it may 
be stated that ventrosuspension with vaginal plastics 
will meet the requirements. Care should be taken, 
however, to avoid elevating the uterus too high. 

As the cystocele plays an important part in the 
production of the ureteral dilatation, early operation 
for its correction is important. 

Epwarp L. Cornett, M.D. 


Francois: Three Cases of Renovesical Colon- 
Bacillus Infection Due to Czcal Stasis Which 
Were Cured by Intestinal Anastomosis (Trois 
cas d’infection réno-vesicaux colibacillaires consécu- 
tifs 4 des stases cécales guéries par entéro-anas- 
tomose). J. d@’urol. méd. et chir., 1923, XVi, 425. 


In the case of an infant with a dilated colon a 
definite cure was effected by simple colostomy. In 
the cases of two adults an ileosigmoidostomy and an 
ileocolostomy resulted in complete alleviation of the 
symptoms and disappearance of the bacilluria. 

Loyat E. Davis, M.D. 


Grandineau: Ureteral Reflux in the Opposite Kid- 
ney in the Course of Renal Affections (Le réilux 
urétéral dans le second rein au cours des affections 
rénales). J. d’urol. méd. et chir., 1923, xvi, 432- 


Ureteral reflux is of three types: (1) bilateral; 
(2) unilateral in a diseased kidney, the other kidney 
being normal; and (3) unilateral in a healthy kidney, 
with a surgical condition on the opposite side. 
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Fromastudy of the last type mentioned the author 
concludes that ascending tuberculous infection of the 
opposite kidney is possible as the result of ureteral 
reflux but is not common. Therefore in a case of 
suspected bilateral renal tuberculosis it is necessary 
to search very carefully for the signs of ureteral 
reflux. In many cases the opposite kidney may be 
protected by removing the tuberculous kidney and 
treating the bladder. Loyat E. Davis, M.D. 


Lévy, R.: Accidents and Complications in So- 
Called Cured Renal Tuberculosis (Des accidents 
et complications des tuberculoses rénales soi-disant 
guéries). J. d’urol. méd. et chir., 1923, Xvi, 352. 

From a study of six cases of so-called cured renal 
tuberculosis the author concludes that a large mas- 
sive necrotic kidney may be the result of a closed ora 
primarily open tuberculosis. In the first instance 
the ureter is not necessarily impermeable. The dis- 
tinction rests upon the presence or absence in the 
history of the clinical symptoms of an open renal 
tuberculosis. Neither the massive necrosis of the 
kidney nor its occlusion by ureteral obliteration pre- 
vents the occurrence of very grave complications 
such as involvement of the opposite kidney, infec- 
tion of the lower urinary tract, particularly the blad- 
der, pyonephrosis, or perinephritis. These may be 
interpreted as manifestations of the persistence or 
the results of an active tuberculous lesion and may 
be acute or chronic. General conditions such as 
toxemia with fever, albuminuria, pyuria, cystitis, 
and bilateral lumbar pain may also result. If the 
patient’s physical condition immediately improves 
and all pathological phenomena rapidly disappear 
after the removal of the diseased kidney, it is evident 
that the general symptoms were the result of the 

renal tuberculosis. Loyat E. Davis, M.D. 


Rafin: End-Results of Nephrectomy for Tuber- 
culosis (Résultats éloignés de la néphrectomie pour 
tuberculose). J. d’urol. méd. et chir., 1923, xvi, 428. 


Of the author’s series of patients, 6 per cent died 
within a month following operation, 12 per cent died 
within the first six months, 5 per cent within the 
second six months, 16 per cent within the first four 
years, 12 per cent within the first six years, and 5 
per cent within ten years following operation. On 
the other hand, 44 per cent are living more than ten 
years since the operation. In 20 per cent of these 
cases a cure was effected; in to per cent the urine 
shows an occasional red blood cell or a small amount 
of pus; in 2 per cent it is clear but causes tuberculosis 
in guinea pigs; and in 8 per cent it is still purulent. 

Loyar E. Davis, M.D. 


Hertzler, A. E.: Bilateral Nephrolithiasis; Opera- 
tion Under Local Anesthesia. Surg. Clin. N. 
Am., 1923, iii, 1513. 

The author describes a case of bilateral calculus 
pyonephrosis in a 59-year-old woman who had had 
symptoms for twelve years and had been refused 
operation on account of her poor condition. 


X-ray plates showed a number of large stones in 
each kidney. It was decided to operate on the right 
side under local anesthesia. The pelvis of the kid- 
ney was opened with the electrocautery without 
freeing the organ from its bed. Most of the stones 
were removed in this way, but a partial nephrotomy 
was also necessary. After a stormy convalescence 
the patient left the hospital. 

Seven months later she was re-admitted for an 
operation on the left side. Besides stones, a large 
pyonephrosis was found. The convalescence fol- 
lowing this operation was less stormy than that fol- 
lowing the first one. The patient was discharged 
with urinary sinuses in each loin. X-ray plates 
showed stones remaining in the right kidney. In 
the following six months the patient gained 30 lb. 

In operations of this type the author makes long 
low incisions so as easily to reach the lower pole of 
the kidney, does not attempt to free the kidney from 
its bed, and opens the pelvis or the kidney itself with 
the cautery as necessary. Henry L. Sanrorp, M.D. 


André: End-Results of Operations for Renal Cal- 
culus (Résultats éloignés des opérations pour 
lithiase rénale). J. d’urol. méd. et chir., 1923, xvi, 
429. 

Calculi seldom recur in a non-infected kidney from 
which they have been removed if the patient is given 
proper medical treatment. After the removal of a 
calculus from an infected kidney it is necessary to 
lavage the pelvis frequently and persistently. The 
function of the treated kidney is better than before 
operation. The occurrence of stone in the opposite 
kidney after nephrectomy is not greatly to be feared. 

Loyat E. Davis, M.D. 


Boppe and Brouet: The Points of Exit and the 
Course of the Posterior Branches of the Spinal 
Nerves in the Zone of the Lumbar Incision for 
Nephrectomy (Contribution a |’étude des points 
d’émergence et du trajet des branches postérieures 
des nerfs rachidiens dans le zone de incision 
lombaire de néphrectomie). Bull. et mém. Soc. anat. 
de Par., 1923, Xciii, 311. 


The induction of regional anasthesia sufficient 
for nephrectomy by blocking the nerves of the lum- 
bar wall and the visceral nerves to the kidney is 
difficult. Infiltration of the splanchnic nerves will 
anexsthetize the kidney and the anaesthesia may be 
completed by infiltrating the twelfth dorsal and 
first two lumbar nerves. This can be accomplished 
by a single injection at the lower border of the 
twelfth transverse process at the paravertebral line. 
The needle inserted here is directed first upward and 
then downward. 

In some of the cases reported the anesthesia was 
incomplete, this being due to anatomical factors. In 
the region from the twelfth transverse process to the 
iliac crest, between the spine and the lateral wall, the 
skin is innervated by the posterior branches of the 
dorsal and lumbar spinal nerves. The authors 
investigated this nerve distribution in six cadavers. 
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In general, these nerves leave the spine in an ob- 
lique direction downward and outward and are 
shorter and smaller than the anterior branches. The 
eighth dorsal is attached to the lower branches and, 
with them, has an almost vertical course before leav- 
ing the spinal canal. Each divides into a small 
internal branch and a larger external branch which 
is the true posterior branch and has both a muscular 
and a cutaneous distribution. 

The authors describe in detail the origin, emer- 
gence, and distribution of the nerves from the eighth 
dorsal to the second lumbar. If the points of origin 
and the course of these nerves are known, ,it is 
apparent that the usual nephrectomy incision begin- 
ning at the costal margin, 6 or 7 cm. from the middle 
line of the spines, meets in its upper part the cuta- 
neous areas supplied by the posterior branches of the 
eighth, ninth, and tenth dorsal nerves and misses the 
eleventh and twelfth dorsal and the lumbar nerves. 
If, then, after the induction of splanchnic anzsthe- 
sia, only the twelfth dorsal and the upper two lumbar 
nerves are injected, all of the upper part of the in- 
cision will remain outside the anesthetized field. 
Therefore, to obtain complete anesthesia for neph- 
rectomy, blocking of the nerves from the eighth 
dorsal to the second lumbar by median anesthesia 
of the whole spinal cord is necessary. 

As the technique of this spinal anesthesia is 
difficult, time-consuming, and possibly dangerous, 


the authors advocate: (1) splanchnic anesthesia 
and (2) the injection of the twelfth dorsal and the 
first and second lumbar nerves at a point about 5 or 
6 cm. from the median line followed by subcutaneous 
linear infiltration in the upper fourth or third of the 
nephrectomy incision. KELLOGG SPEED, M.D. 


Duvergey, J.: Permanent Bilateral Iliac Ureteros- 
tomy (De l’urétérostomie iliaque bilatérale déf- 
nitive). J. de méd. de Bordeaux, 1923, xcv, 813. 


In the case of a patient with an extensive inop- 
erable tumor of the bladder that rendered existence 
unbearable on account of hematuria, painful mic- 
turition, and very painful pollakiuria, the author 
made a permanent bilateral ureterostomy which 
promptly relieved the syndrome and facilitated the 
treatment of the tumor by radiotherapy and local 
applications. 

In this operation the ureters are implanted in the 
iliac rather than the lumbar region because in this 
manner a smoother curve is obtained which prevents 
ureteral obstruction with pelvic retention, and be- 
cause the care of the fistula and collecting apparatus 
is assured by implanting the ureteral orifices in the 
skin symmetrically two or three fingerbreadths 
inside the anterosuperior iliac spine so that the 
metal collecting cup and its surrounding pneumatic 
bag are well supported on the soft tissues. The cen- 
ter of the incision lies two fingerbreadths within the 
anterosuperior iliac spine. The length varies with 
the stoutness of the patient. The upper part is 
vertical and the lower part oblique and sufficiently 
long to permit division of the ureter at the lowest 
possible point. 

The abdominal wall is opened by separating the 
aponeurosis and muscle fibers down to the peritoneum 
and pushing them inward beyond the spermatic or 
utero-ovarian vessels to the ureter which crosses 
the common iliac vessels. The ureter is freed with 
the canalized sound from above downward as far 
toward the bladder as possible, tied near the bladder, 
divided above the ligature, and brought into the 
wound without traction or sutures. The wound is 
closed with care to prevent strangulation of the 
ureter. 

The ureter extends several centimeters beyond the 
skin and is not sutured to the abdominal wall. A 
glass attachment with a rubber tube to a urinal is 
introduced into it. After several days, adhesions 
hold the ureter to the abdominal wall and its exterior- 
ized portion becomes gangrenous. About the 
twentieth day, when the wounds are healed, a cystos- 
—_ apparatus is fitted comfortably to each urinary 

stula. 

As a rule, bilateral ureterostomy should be per- 
formed at one operation. In the cases of moderately 
stout patients, the operative technique is com- 
paratively easy. 

In nine cases (the author’s case and eight cases 
reported in the literature) there were six operative 
recoveries and two postoperative deaths. One of 
the deaths occurred on the seventh day from an old 
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kidney lesion, and the other from marked involve- 
ment of both kidneys. Most of the patients had 
extensive bladder cancer and were in poor condition. 
The six patients who recovered from the operation 
were greatly relieved and survived for a period of 
months. Only one patient operated upon for 
exstrophy of the bladder has survived. Two months 
after operation the ureteral skin orifice required 
dilatation. 

Two possible accidents are stricture of the outlet 
and ascending infection. Stenosis is combated by 
dilatation. Ascending infection usually occurs 
sooner or later and is favored by stenosis of the ori- 
fice or suture of the ureter at operation. In the 
author's opinion the relief given in cases of inoper- 
able cancer of the bladder, which usually have a 
rapidly fatal outcome, more than compensates for 
the ascending infection, especially since the latter 
may be retarded by cleanliness, urinary antiseptics, 
and silver nitrate irrigations. 

The indications for the operation are: painful 
affections, inoperable tumors, or advanced tubercu- 
losis of the bladder; ulcerated tumors of the pros- 
tate; uterine neoplasms which have invaded and 
perforated the bladder; and certain cases of exstro- 
phy of the bladder that do not permit the wearing of 
a good apparatus. It is especially indicated by 
inoperable prostatic and vesical tumors. 

Suprapubic cystostomy may be followed by inva- 
sion of the hypogastric fistula by the tumor. Per- 
manent bilateral nephrostomy is more difficult, re- 
quires more time, and is associated with greater dan- 
ger to kidney function and greater difficulty in the 
postoperative care. Implantation in the intestine 
has a high operative mortality and favors the devel- 
opment of severe pyelonephritis. 

Permanent bilateral iliac ureterostomy is a pal- 
liative operation which renders service to both the 
patient and the surgeon, especially in cases of inop- 
erable cancer of the bladder; it places the bladder at 
rest, facilitates local treatment of the disease, and 
renders existence tolerable. 

Wa ter C. Burket, M.D. 


BLADDER, URETHRA, AND PENIS 


Graves, R. C., and Davidoff, L.M.: Studies on the 
Ureter and Bladder with Special Reference to 
Regurgitation of the Vesical Contents. J. Urol., 
1923, X, 185. 

In this article the authors report the results of ex- 
periments on rabbits with regard to the occurrence 
of regurgitation of the bladder contents. 

Of seventy-three normal rabbits whose bladders 
were filled slowly with warm physiological salt 
solution, 73.7 per cent exhibited the phenomenon. 

In a second group of animals the ureters were 
first rendered abnormal by operation. Regurgita- 
tion occurred in 78.7 per cent. 

In a third group of seven rabbits in which the 
attempt was made to produce regurgitation by 
causing prolonged retention of urine, subsequent 


laparotomy showed that reflux had occurred in one, 
but the findings of these experiments are open to 
question as it was impossible to determine whether 
transitory regurgitation had occurred. 

In a fourth group of eleven normal animals fluoro- 
scopic examination revealed the phenomenon in six. 

It was found that in normal rabbits regurgitation 
depends chiefly upon good bladder tone; also that 
bladders which were relatively empty and con- 
tracted at the beginning of the preparation caused 
reflux twice as frequently as those which had been 
distended with large amounts of urine. 

The degree of ureteral activity has little bearing 
on vesical regurgitation. 

On the basis of these findings the authors conclude 
that bladder regurgitation may account for ascend- 
ing infections of the urinary tract, particularly in the 
presence of obstruction of the neck of the bladder. 

C. D. Hotmes, M.D. 


Blanc, H.: The Interureteral Bar (A propos de la 
barre interurétérale). J. d’urol. méd. et chir., 1923, 
xvi, 274. 

The author reports two cases of a malformation of 
the urinary bladder described as an interureteral bar. 
Other cases are cited from the literature. 

This condition may be congenital or produced by 
senile changes within the bladder. More commonly, 
however, it occurs as the result of urinary retention 
caused by hypertrophy of the prostate, particu- 
larly hypertrophy of the median lobe. In some cases 
it may follow retention due to vesical paralysis. 

Young’s explanation of this interureteral bar is 
quoted. Young regards the malformation as a hyper- 
trophy of the trigonal muscle. This muscle, which is 
continuous with the longitudinal muscle fibers of the 
ureters and is superimposed upon the musculature of 
the bladder wall, has an important function in mic- 
turition. In the presence of obstruction to the urin- 
ary outflow it becomes greatly hypertrophied, and 
since normally during contraction it divides the 
bladder into two parts, it may produce the same 
result pa hologically. 

The symptoms caused by the interureteral bar are 
analogous to those produced by hypertrophy of the 
prostate. The treatment must be directed toward 
the factor causing the urinary obstruction. When 
the bladder is non-contractile, removal of the bar 
may ameliorate the symptoms temporarily. 

Loyat E. Davis, M.D. 


Watson, E. M.: The Trigone Surgically Consid- 
ered: Its Pathology, a New Method of Diagno- 
sis, and Its Operative Management. J. Am. 
M. Ass.. 1923, Ixxxi, 1758. 


The pathologic changes of the trigone have not 
received the study due them although enlargement 
of the subtrigonal glands is generally recognized and 
operative removal understood. The hypertrophied 
interureteric ligament or Mercier’s bar produces a 
bas fond containing variable amounts of residual 
urine. This hypertrophy is secondary to obstruc- 
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tive lesions of the lower urinary tract, and is aug- 
mented by superimposed infection. 
Three forms of pathological changes are considered: 


1. Simple muscular hypertrophy. In this con- 


dition the trigone is thickened, the surface is puffy 
and oedematous, round-cell infiltration is present 
beneath the mucous membrane, and beneath the 
barrier of round-cell infiltration loose fibrous tissue 
extends to the bladder muscle. 

2. Muscular hypertrophy and round-cell infiltra- 
tion associated with an increase in the size and num- 
ber of the subtrigonal gland tubules which differ 
in size and shape from hypertrophied Holmes’ glands, 
never definitely project into the bladder, and occupy 
the upper third of the trigone far beneath the inter- 
ureteric ligament almost on the bladder muscula- 
ture. Holmes’ glands are found in the lower third 
of the trigon: just within the vesical orifice. 

Types 1 and 2 are observed in the presence of 
urethral stricture and median lobe enlargement with 
long-standing cystitis and infected urine. 

3. A form without appreciable muscular hyper- 
trophy, no glandular elements, and no evidence of 
round-cell infiltration. This type of trigone forms a 
thin ridge and appears as a thin membrane in the 
bladder. It is found in long-standing cases of pros- 
tatic hypertrophy without infection of the bladder 
urine for any length of time. 

The diagnosis may be difficult but may be made by 
filling the bladder two-thirds full and making a cysto- 
gram. The cystogram will show a somewhat hour- 
glass outline of the bladder due to the trigonal pull 
on either side. If a cystogram is then made with the 
bladder filled to its full capacity, the hour-glass 
outline will not be seen. 

The treatment is removal of the obstruction 
through a perineal urethrotomy in the membranous 
urethra or suprapubically. 

Harry W. Praccemeyer, M.D. 


Goldstein, A. E., and Lutz, J. F.:_ A New Procedure 
for Performing Litholapaxy. J. Am. M. Ass., 
1923, Ixxxi, 1931. 

The authors believe that in uncomplicated cases of 
vesical calculus litholapaxy is the operation of choice. 
In their method of treating such cases the patient is 
placed on a fluoroscopic table. The bladder is cath- 
eterized, irrigated with an antiseptic solution, and 
distended with air to its full capacity through the 
urethral catheter by means of a 50-c.cm. syringe. 
The catheter is then removed and the lithotrite 
introduced. The beak of the instrument may be 
seen easily through the fluoroscope. The blades are 
opened and closed and turned from side to side. The 
calculus is then grasped and the blades are locked 
and again turned from side to side. If the blades of 
the instrument pinch the bladder mucosa this is 
indicated in the fluoroscopic picture by a change in 
the form of the air shadow of the bladder. 

After the calculus is crushed and the lithotrite has 
been removed, fragments of the stone are washed 
out by means of the usual evacuator and the larger 


pieces are picked up with a cystoscopic rongeur. The 
rest are left to be passed out in the urine. The 
author describes the X-ray technique in detail. 

The injection of 3 oz. of a 5 per cent solution of 
procaine into the posterior urethra and bladder fif- 
teen minutes before the introduction of the litho- 
trite is fairly effective in rendering the bladder insen- 
sible but better results are obtained with spinal or 
sacral anesthesia. 

The advantages of the method described are that 
the work is done under visual control, the time of 
operation is reduced, the danger of haemorrhage and 
trauma is excluded, and stones of large size may be 
crushed. Henry L. Sanrorp, M.D, 


GENITAL ORGANS 


Mauclaire, P.: Testicular Grafts in Animals and 
in Man (Les greffes testiculaires chez les animaux 
etchex homme). Arch. d. mal. d. reins. et d. organes 
génilo-urinaires, 1923, i, 513. 

Mauclaire believes that homoplastic pedicled or 
free testicular grafts are indicated in cases of ec- 
topi: testicle and very voluminous inguinal hernia; 
cases of very marked eunuchoidism; and cases of 
grave mental disturbance following castration. The 
graft should be placed in the scrotum or in a muscle. 

Autoplastic, homoplastic, and certain heteroplas- 
tic grafts give immediate results which cannot be 
doubted, but the graft survives for only a short time. 

W. A. BRENNAN. 


Kutzmann, A. A., and Gibson, T. E.: Malignant 
Tumors of the Testicle in Children. Ann. Surg., 
1923, Ixxviii, 761. 

The authors report a case of a malignant tumor 
in a boy 10 years of age which originated apparently 
in the left testis, recurred after removal, and ex- 
tended along the left spermatic cord to the retro- 
peritoneal lymph nodes and thence by way of the 
lymphatics and blood stream to the pleurz, lungs, 
diapbragm, and liver. The diagnosis of embryonic 
carcinoma (Ewing) was most apt in this case, even 
though it showed no lymphoid stroma and the extent 
and the size of the metastases were most unusual. 
The growth could not be grouped with the “semi- 
nomes” of Chevassu as it showed none of their 
characteristics. 

There are two large groups of testicular tu- 
mors: the teratomata (heterologous tumors) and 
the ‘‘seminomes” (homologous tumors). The other 
types are extremely rare. The homologous tumors 
are so rare that they may be disregarded. “Sarcoma 
of the testis” is a misnomer as the vast majority ol 
malignant tumors are of epithelial origin. 

In children, testicular tumors are relatively infre- 
quent. A few dermoids have been reported. The 
majority are congenital, developing without previous 
trauma. They are relatively more frequent in un- 
descended testes than in normally situated organs. 
Both sides are affected with equal frequency. Bi- 
lateral tumors are rare. 
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As a rule the tumors resemble a hen’s egg in size 
and shape and sometimes are differentiated from 
hvdrocele or hematocele, tuberculosis, or gumma 
only with difficulty. Some are hard and nodular, 
others are smooth, and still others are cystic and 
fluctuant. The overlying skin is rarely invaded, but 
sometimes becomes discolored and shows varicosi- 
ties. Fatal hemorrhage may occur with rupture 
through the skin. The development is usually 
asymptomatic. Pain indicates involvement of the 
tunica albuginea. This is followed by cachexia and 
death or generalized metastases. The authors’ case 
showed the largest and most extensive metastases 
ever reported. 

Teratoma is the type of tumor most often found 
in infancy and early childhood. ‘‘Seminomes” are 
usually found in later life. 

The prognosis of malignant testicular tumors, 
especially teratomata, is very grave. Simple castra- 
tion is inadequate. Louis NeuwE M.D. 


MISCELLANEOUS 


Von Lackum, W., and Hager, B. H.: Mercuro- 
chrome-220 Soluble as a Valuable Adjuvant 
to the Silver Compounds in the Treatment of 
Gonorrheea and Its Complications. J. Am. M. 
Ass., 1923, Ixxxi, 1940. 


From an experimental investigation of the clinical 
value of mercurochrome-220 soluble the following 
conclusions were drawn: 

1. Solutions of mercurochrome are very unstable 
and should not be used if they have stood longer than 
seventy-two hours. 

2. Tolerance of the gonococci results if the treat- 
ment is continuous. 

3. In the urethra, 0.25 per cent solutions are just 
as efficacious as stronger solutions and cause no dis- 
tressing symptoms. 

4. Mercurochrome is not a substitute for silver 
compounds, but is most effective when used in con- 
junction with them. 

To the previous routine form of treatment for 
acute gonorrhoea in the male, which for convenience 
was divided into four periods, ranging from seven to 
ten days each, the use of a freshly prepared mercu- 
rochrome solution has been added. 

First period—mercurochrome_ with  protargin 
mild (argyrol). The patient is instructed to use, 
after urinating, an anterior urethral injection of 0.25 
of 1 per cent freshly prepared solution of mercu- 
rochrome four or five times daily for three days, then 
to alternate with a 5 per cent solution of protargin 
mild (argyrol) for three days, and at the end of the 
latter period, to use the mercurochrome again. Dur- 
ing this time, he is given office treatment daily; a 1 
per cent solution of mercurochrome or a 5 per cent 

solution of protargin mild is injected into the ante- 
rior urethra and promptly followed by anterior and 
posterior urethral injection of 1 per cent mercuro- 
chrome or 5 per cent protargin mild. The former is 
retained for ten minutes by means of an ordinary 


rubber band placed around the glans between the 
corona and the meatus. The drug used in the office 
treatment is the opposite of that used by the patient. 

Second period—mercurochrome with protargin 
strong (protargol) and protargin mild. The protar- 
gin mild injections are replaced by 0.5 per cent pro- 
targin strong solution, a o.5 per cent solution of 
mercurochrome being used for alternate periods 
of three days each. The daily office treatments of 
anterior and posterior injections of 1 per cent mercu- 
rochrome and 5 percent protargin mild are continued. 

At the end of the first period there is much less 
discharge and the secretion is usually free from gono- 
cocci. With the changed treatment, however, an 
increase in the discharge is often noted in the second 
period, and often the organisms occur temporarily, 
the result of the stimulating and desquamative 
action of the protargin strong. The increased dis- 
charge usually subsides by the end of the second 
period, but sometimes the treatment must be pro- 
longed for a few days. 

Third period—stimulation. At this time there 
are ordinarily no subjective symptoms, and slight, if 
any, objective signs. A small sound is passed for the 
purpose of making a background over which to ex- 
press the urethral follicles and to flatten out granu- 
lations. This is followed by the slow injection into 
the anterior and posterior urethra of a 1 per cent 
silver nitrate solution, which is massaged lightly into 
th» tissues. Repetition of this treatment depends on 
the recurrence or absence of symptoms. In the ab- 
sence of symptoms, the treatment is repeated with 
sounds of increasing size, and on intermittent days by 
catheter irrigations (Diday method) of weak, warm 
potassium permanganate to which a little weak silver 
nitrate solution is occasionally added. During this 
period, the prostatic secretions are expressed for 
examination, as infection of the prostate follicles 
usually takes place, and as a rule slight massage of 
the prostate at this time prevents future trouble 
in the gland. 

Fourth period—irrigations. At this stage, resolu- 
tion occurs rapidly and the urine is carefully watched. 
If a few specks remain, an occasional sound and 
possibly the injection of 1 per cent silver nitrate may 
be necessary. Further light expression of the pros- 
tate may sometimes be required. Increasingly 
weaker hot potassium permanganate Janet irriga- 
tions are continued daily. If the condition seems 
somewhat resistant, anterior and posterior Koll- 
man dilators may be passed and the urethra di- 
lated to 33 or 35 F., after which a urethral injection 
of 1 per cent silver nitrate is given. In the absence 
of reaction, the hot irrigations are continued for 
several days and the patient is then dismissed from 
observation. 

The foregoing division is, of course, arbitrary, for 
personal judgment must be exercised in all cases. 
The periods may be lengthened or shortened. 

The experience of the authors leads them to believe 
that if the treatment described, terminated with 
mechanical, chemical, and instrumental stimulation, 
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does not produce evidence of infection, any remaining 
organisms are so attenuated that the improved 
bodily resistance will soon destroy them. 

The treatment of patients with early chronic 
gonorrhoea and its complications has been varied to 
meet the symptoms. Protargin strong and mercuro- 
chrome to the urethra and local care of the urethral 
adnexa appear to be indicated. If a discharge per- 
sists, the urethral adnexa will usually be found to 
harbor infection, and prompt response will result 
from additional massage of the prostate, vesicle 
stripping, light dilatation with a Kollman dilator, 
and massage of the urethra over sounds followed by 
a few injections of silver nitrate alternated with 
mercurochrome. 

The treatment of gonorrhoea in the female during 
the acute stage is begun by swabbing the cervix and 
vault with tincture of iodine or a 2 per cent solution 
of silver nitrate. Profuse desquamation occurs, 
after which the protargin mild and mercurochrome 
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treatment is begun. The vagina is wiped dry, pure 
crystals of mercurochrome are placed in the os of 
the cervix, and the vault is swabbed out with a 1 per 
cent freshly made mercurochrome solution. ‘This js 
alternated daily with protargin mild crystals in the 
os and swabbing of the vagina with a 5 per cent pro- 
targin mild solution. The urethra i: injected daily, 
0.5 per cent mercurochrome being alternated with ; 
per cent protargin strong. The patient is instructed 
to use hot weak solutions of potassium perman- 
ganate as a douche from two to four times a day, 
and to sit in a tub of hot water five minutes 
each night and morning. This treatment is con- 
tinued for approximately two weeks, after which 
it is alternated daily with weak solutions of silver 
nitrate and 5 per cent solutions of protargin strong 
to the cervix and vault. The daily douches are 
changed from potassium permanganate to warm 
iodine solution (3.75 c.cm. of the tincture of iodine 
to 1,000 c.cm. of water). B. H. Hacer, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Leriche and Haour: Regeneration of the Diaph- 
yses of the Adult Rabbit After Resection: 
Experimental Research Regarding the Réle of 
the Periosteum (De la régénération des diaphyses 
chez le lapin adulte aprés résection diaphysaire; 
recherches expérimentales sur le réle du périoste). 
Lyon chir., 1923, Xx, 838. 

This is a brief report of a series of experiments on 
the regeneration of bone which were begun in 1920. 
The following procedure was carried out: 

1. Subperiosteal resection with detachment of all 
bone spicules and careful reconstruction of the peri- 
osteal sheath. This operation resulted in complete 
regeneration which was far advanced in twenty- 
eight days. 

2. Subperiosteal resection without the removal of 
loose bone fragments and without reconstruction of 
the periosteum. This experiment was not followed 
by regeneration as late as ten months. 

3. Subperiosteal resection with the removal of all 
bone spicules but without suture of the periosteal 
sheath. The X-ray showed no bone regeneration 
at the end of 103 days, and none was found at 
necropsy at the end of ten months. 

4. Extraperiosteal resection of the radius fol- 
lowed by the interposition of a human vein filled 
with coagulated blood. No regeneration occurred 
after six months. 

5. Detachment of a pedicled flap of periosteum 
and bone fragment from the tibia and its insertion 
in the muscles of the leg beneath the fascia. Ossifica- 
tion of the flap was rapid and could be seen by means 
of the X-ray within twenty days. 

6. The same operation as No. 5 but with severance 
of the pedicle. No ossification occurred. 

The authors conclude that, in the absence of 
periosteum, ossification does not occur even when 
bone fragments are present. Periosteum does not 
produce bone but becomes ossified; in other words, 
it plays a passive, not an active, réle. In the adult, 
the periosteum has no physiological function but it 
may be given a function by the surgeon. 

Loyat E. Davis, M.D. 


Delchef: Congenital Elevation of the Scapula 
(L’élévation congénitale de l’omoplate). Rev. d’or- 
thop., 1923, Xxx, 622. 

Congenital elevation of the scapula should be con- 
sidered as the expression of a disturbance of embryon- 
ic segmentation which ends in malformation of the 
axial skeleton and of the muscles of the scapular 
region. It is the result of arrest in the normal migra- 
tion of the scapula. 


The supernumerary bone parts described in a 
number of case reports are therefore not the cause 
of the malformation, but only accidental com- 
plications. 

Physiotherapy and orthopedic treatment are of 
value only from the standpoint of the prevention of 
secondary scoliosis. Severe cases and especially 
those with limitation of movement present indica- 
tions for surgery. W. A. BRENNAN. 


Davis, J. S.: Arm-Chest Adhesions, Brachiotho- 
racic Adhesions, Axillary Webs. J. Bone & 
Joint Surg., 1924, vi, 167. 

This article is based on forty-eight cases treated by 
various surgeons at the Johns Hopkins Hospital, 
Children’s Hospital School, Baltimore, and in pri- 
vate practice. Davis states that the adhesions are 
not always preventable as the patient’s condition at 
the time the adhesions are forming may interdict 
proper treatment. Practically all of the cases 
reviewed were due to third-degree burns. 

The author discusses the literature and the various 
treatments proposed. He states that no single 
operative procedure is applicable to every type of 
axillary web. In nearly all of the cases reviewed 
several operations were necessary to restore function 
completely and in each of the secondary operations 
new problems were presented which required dif- 
ferent methods of attack. The efficiency of an 
operation for the relief of arm-chest adhesions can 
be determined only after the lapse of considerable 
time; therefore the end-results should not be re- 
corded before at least one year. 

CuHesTeR C. SCHNEDER, M.D. 


Porter, J. L., and Lewin, P.: A Special Corset for 
Some Back Conditions. J. Am. M. Ass., 1923, 


Ixxxii, 32. 


In an endeavor to obtain a simple, inconspicuous 
spinal support, the authors have found a special cor- 
set very satisfactory. This is not offered as a sub- 
stitute for the Taylor spine brace. It is presented as 
a last stage or “assurance” support to be used in 
mild back cases or after active treatment has been 
concluded in severe cases. 

It has the advantage that it is inconspicuous. It 
has been found of great value for several years in the 
follow-up treatment of cured tuberculosis of the 
spine, osteo-arthritis of the spine, fracture of the 
spine, scoliosis, back strain, ‘‘round shoulders,” 
sacro-iliac conditions, poliomyelitic spine, and other 
conditions. 

The corset is a front-lace corset with a wide pelvic 
band and shoulder straps. When the steels have 
been adjusted by means of bar wrenches, they are 
incorporated in the corset and do not show. There 
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Fig. 1 (at left). 
in the corset. 


Steels without a U-band incorporated 


lig. 2. Outline of corset steels with relation to skeletal 
structures. 


‘s a type of corset with shoulder straps and a type 
with perineal straps. The types of steel inserts 
include a long type with a pelvic band, a short type 
with a pelvic band, along type with a U-band, a short 
type with a U-band, and a long type with an axillary 
crutch and a long pelvic band with an iliac crest. 

Cold rolled steel, 54 by 1% in., is used because it is 
malleable and strong. It should be nickel-plated. 
There are two uprights, two cross-pieces and two flat 
round plates at the top. The plates are padded with 
felt and covered with leather. If a U-band is indi- 
cated, two similar plates are used below. When 
perineal straps are used, their ends are secured to the 
edges of the plates. The steels are fashioned over a 
plaster-of-Paris shell of the patient’s back. This 
shell is made as follows: 

With patient lying prone, the skin of the back is 
moistened and the outlines of the steels are made 
with an indelible pencil. The back is covered with a 
very thin layer of petrolatum, avoiding the indelible 
markings. Then six or seven single sheets of crino- 
line impregnated with plaster-of-Paris cream are 
applied. After ten or fifteen minutes the hardened 
shell is carefully removed and hung up to dry. 

Davin H. Levintuar, M.D. 


Froelich: Chronic Non-Tuberculous Arthritis of 
the Hip in the Young, or Growth Coxitis (Des 
arthrites chroniques non-tuberculeuses de la hanche 
du jeune Age ou coxites de croissance). Rev. de 
chir., Par., 1923, xlii, 473. 

The types of non-tuberculous arthritis of the hip 
may be divided into four classes: 

1. Dry chronic coxitis with progressive disloca- 
tion of the head of the femur. 
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2. Progressive burrowing of the acetabular cavity 
by the intact head of the femur. 

3. Juvenile deforming osteochondritis. 

4. The essential coxa vara of adolescents. 

The author reports the clinical histories and roent- 
genological findings for twenty-two cases. He states 
that in evolution and pathological anatomy the 
condition differs very greatly from the classical 
coxi is. 

Froelich suggests that dry coxitis with progressive 
wearing away of the femoral head and of the roof of 
the cavity might be due to some primary malforma- 
tion of the acetabular cavity or to a congenital dis- 
location. 

The pathogenesis of the second type is obscure. 
The head of the femur remains intact and the path- 
ologic process remains limited to the lower portion 
of the acetabular cavity which softens and yields 
beneath the pressure of the head of the femur. 

Essential coxa vara of growth is a disease of the 
epiphyseal cartilage of the upper border of the femur 
which occurs in subjects between 12 and 18 vears of 
age. It is not, strictly speaking, a coxa vara. It is 
rather a growth epiphysitis, the lesion being duc toa 
functional disturbance of the epiphyseal cartilage. 
It lasts for from eighteen months to two years and, 
when not treated, terminates in stiffness of the joint 
causing more or less pronounced limping. 

The differential diagnosis between the different 
types of non-tuberculous coxitis in the child can be 
made only from a consideration of the X-ray find- 
ings in conjunction with the clinical symptoms. 

Essential coxa vara is more frequent in males than 
in females. Histologic examination indicates that 
the cause is an inflammatory process. This is prob- 
ably infectious, but only exceptionally has the infect- 
ing agent been detected. The findings in three of the 
author’s cases suggest that there is some disturbance 
of the endocrine glands. 

The best treatment consists in relieving the joint 
from the weight of the body as completely as possible. 
The child should lie down a considerable part of the 
time and when he stands the thighs should be kept 
separated by an apparatus to prevent the adduction 
contraction and the typical deformity of the head of 
the femur. Bone-forming drugs should be adminis- 
tered. W. A. BRENNAN. 


Morton, D. J.: Evolution of the Longitudinal 
Arch of the Human Foot. J. Bone & Joint Surg., 
1924, Vi, 56. 

This paper is the result of research done chicily 
at the American Museum of Natural History in 
New York. 

The foot of the lowest monkey, the descendant of 
small terrestial quadrupeds, has a very small heel 
bone, long metatarsals, and short digits. The great 
toe projects from the border of the foot at a wide 
angle and the longitudinal axis of leverage passes 
through the third metatarsal. The longest digit is 
the fourth. The foot is suited to grasping the limbs 
of trees. 
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The chimpanzee foot shows a longer heel, shorter 
metatarsals, and longer digits. The great toe lies 
closer to the border of the foot and the line of leverage 
passes between the first and second metatarsals. 
The longest digit is the third. 

In the gorilla, the heel is still larger in proportion 
to the whole foot, and the metatarsals are somewhat 
shorter and thicker. The great toe is closer to the 
edge of the foot and the leverage line passes between 
it and the second metatarsal. The longest digit is 
the third. 

In the human foot the heel is of still greater propor- 
tionate size, making up more than half the length of 
the foot while in the original monkey it constituted 
only about one third. The first metatarsal is strongly 
developed and lies with its great toe parallel with the 
inner border of the foot. The line of leverage passes 
between the first and second metatarsals but closer 
to the first than the second. The longest digit may 
be the first or second. 

The development of the human foot from lower 
forms follows Wolfi’s law. Characteristic structure 
and distinctive function are associated. Hence, 
when there is a change in the manner in which a 
certain type of foot is used, modification of struc- 
ture is inevitable. 

It has been said that the human longitudinal arch 
developed as the result of the supinated position of 
the arboreal foot, but careful study shows that this 
original supination flattened down completely when 
terrestrial habits were adopted and that the arch 
arose as a result of mechanical leverage. One of 
the earliest changes was the adaptation of the heel 
for weight-bearing. The shift of the body weight 
toward the mesial side of the foot, as in balancing, 
caused the leverage to come between the first and 
second metatarsals and necessitated a strong devel- 
opment of the mesial border. In the early arched 
foot the inner cuneiform rested on the ground, caus- 
ing a break and making a posterior and anterior lon- 
gitudinal arch. In the further development of flex- 
ibility the contact with the ground was broken and 
the cuneiform was gradually raised, this creating the 
final long single arch. 

When the foot is viewed from above, it is seen that 
in the chimpanzee the great toe and its metatarsal 
are so far adducted from the inner border that when 
the heel is raised with the toes as fulcra, there is a 
break in the line leverage due to the wide separation 
of the anterior supporting points. As the great toe 
and first metatarsal approximate the inner border 
this break is straightened out. In the lateral, 
mesial view, it is seen that the os calcis of the gorilla 
foot is more nearly parallel with the ground than the 
human foot and that the articular facets, including 
the sustentaculum, slant downward, forward, and 
inward. With development of the gastrocnemius 
muscle group, the os calcis changed its inclination. 
Therefore in the human foot the anterior end of this 
bone is elevated and the entire bone is rotated out- 
ward, this giving a more nearly horizontal plarfe to 
the articular facets. 


It is evident on careful analysis that the human 
foot was developed as the result of active leverage 
action instead of for purely passive weight-bearing. 
A more stable passive foot for supporting weight 
would have resulted if the first metatarsal had been 
kept in its original adducted position, but facility of 
action would have been impaired. The terdency of 
the human foot to pronate is explained by the fact 
that only a slight degree of inward rotation of the os 
calcis is necessary to disturb the level of the articular 
facets to such an extent that the weight thrust tends 
to push inward from these frictionless facets. 

A. Crark, M.D. 


Allison, N.: Apophysitis of the Os Calcis: A Clin- 
icalReport. J. Bone & Joint Surg., 1924, vi, gt. 


Apophysitis of the os calcis is described in text- 
books as painful heel causing difficulty in walking 
and in rising on the toes. It is a self-limited disease 
and does not result in permanent disability or de- 
formity. It has been thought analogous to Osgood’s 
disease of the tibial tubercle, the pull of the Achilles 
tendon causing irritation and loosening of a growing 
epiphysis. Recent cases observed by the author 
suggest that the lesion is an osteochondritis due to 
the same cause as Legg’s disease of the upper femo- 
ral epiphysis. It occurs in the formative period, 
between the seventh and fourteenth years and 
usually in rather heavy boys. There is a cap-like 
epiphysis with roughening and partial disintegration 
of the bone substance. 

Not sufficient time has elapsed to record the end- 
results in the recent cases mentioned, but it seems 
that ultimately there will be a change similar to 
that occurring in Legg’s disease. 

A. Crark, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Hibbs, R. A.: A Report of Fifty-Nine Cases of 
Scoliosis Treated by the Fusion Operation. 
J. Bone & Joint Surg., 1924, vi, 3. 


The fifty-nine cases reported were treated at the 
New York Orthopedic Dispensary and Hospital in 
the period from 1914 to 1919, the operations being 
done by four different surgeons. It was possible to 
study the end-results in forty-five. The fourteen 
other patients did not return for final examination. 
The ages ranged from 3 to 20 years, and the length 
of time between the operation and the final examina- 
tion from three and one-half to nine years. All of 
the patients showed evidence of infantile paralysis 
and twenty-nine of them had paralysis of the legs as 
well as of the spine. In nineteen the abdominal mus- 
cles were involved; eight were unable to sit up. Ina 
large percentage of the cases the scoliosis was marked, 
and in all of them it was progressive in spite of treat- 
ment by gymnastics and the application of braces. 
The earlier cases had very little correction of the 
deformity before operation. In the later ones an 
attempt was made to obtain the maximum pre-op- 
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erative correction by means of constant traction on 
the head and pelvis in a frame. Children will stand 
a stretching force of 25 to 4o lb. 

In the Hibbs operation the periosteum over the 
tips of the spinous processes of the vertebre to be 
fused is split longitudinally and pushed to either 
side, the processes being left bare. The interspinous 
ligaments are also split and the lateral halves pushed 
forward. The dissection is then carried further for- 
ward until all the spinous processes, the posterior 
surfaces of the lamin, and the bases of the trans- 
verse processes are bare. The ligamentum sub- 
flavum, thus exposed, is removed from the laminze 
with a curette and the articulations of the lateral 
processes are destroyed to produce ankylosis at these 
points. A substantial piece of bone is then elevated 
from the adjacent edges of each lamina, the free end 
of the piece from above is turned down to make con- 
tact with the lamina below, and a piece from below is 
turned upward to the lamina above. Each spinous 
process is then partially divided and turned down so 
that its tip makes contact with the bare bone of the 
vertebra below. In the lumbar region the processes 
are split longitudinally and one-half is turned down 
and the other up. The ligament and periosteum 
are closed with ten-day chromic gut. The dissec- 
tion must be subperiosteal and hemorrhage must be 
well controlled by packing. 

Immediately after the operation the patient is 
placed on a bed without springs. After two weeks, 
when the wound is healed, the final traction jacket 
is applied. As the spine is more mobile after the 
dissection, the greatest amount of correction can be 
obtained. The traction jacket is left on for six weeks, 
and during this time the patient is kept in bed. A 
removable jacket is then worn for six to twelve 
months, and at the end of this period all support is 
removed. 

In most of the cases reviewed the number of ver- 
tebre fused ranged from six to twelve, but in two 
cases, fourteen were fused; in one case, fifteen; and 
in one case, sixteen. 

In the fifty-nine cases there were two deaths, one 
due to lobar pneumonia and one to acidosis. Infec- 
tion occurred in one case. 

Occasionally natural fusion was found at opera- 
tion, but it never extended over a sufficient area to 
prevent progress of the deformity. In these cases 
not much improvement in the alignment of the spine 
was obtained, but subjective symptoms were relieved 
and an increase of the curve was prevented by opera- 
tive fusion. 

Excellent end-results were obtained in 48.8 per 
cent of the cases. By this is meant carriage and pos- 
ture that were practically normal. In 35.5 per cent 
the result was good, the deformity stationary, and 
the patient in good condition and active. In 8.8 per 
cent the result was fair. In 6.6 per cent it was poor 
because of extensive paralysis. 

The fifty-nine cases are reported in detail and the 
article is supplemented with twenty-three illustra- 
tions. The author’s conclusions are as follows: 


1. We have in fusion a means of preventing pro- 
gress of the deformity in paralytic scoliosis. 

2. The operation should be done before gross 
deformity has occurred as it is easier to prevent than 
to correct such deformity. 

3. After fusion, the upright posture is maintained 
with greater ease and trunk movement causes less 
fatigue. A. Crark, M.D. 


FRACTURES AND DISLOCATIONS 


Sinclair, M.: Recent Changes in Fracture Treat- 
ment. Brit. M.J., 1923, ii, 917. 

The first requisite in the treatment of fractures 
is a satisfactory roentgenogram which demonstrates 
the site of the fracture, the shape and position of the 
fragments, the nature of any joint injuries, the 
presence or absence of gas gangrene and air in the 
soft tissues, and the formation and character of 
callus and bone union. 

Anteroposterior, lateral, and, whenever possible, 
stereoscopic roentgenograms should be made with 
the bone as free as possible from dressings and 
metal. 

Exact apposition of the fragments is essential as a 
good anatomical result is followed by a good func- 
tional result. Apposition is effected most success- 
fully in the arm and leg with the Thomas splint. 
Sinclair emphasizes the importance of equipping 
ambulances with Thomas splints. 

If non-operative attempts at reduction are un- 
successful, open operation is necessary. The frac- 
ture ends may be plated, wired, or bolted. Plates 
should be removed when the roentgenogram shows 
bone repair. Wiring has certain advantages over 
plating as it may be done much more easily through 
a small incision and in infected fractures, and it 
causes less damage to the tissues. Bolting is prefer- 
able in certain complicated cases, especially those 
in which the fracture is near a joint. 

Rupotpu S. Reicu, M.D. 


Ryerson, E.W.: The Treatment of Fractures from 
an Industrial Standpoint. J. Bone & Joint 
Surg., 1924, vi, 188. 

Ryerson discusses some of the general points in 
the treatment of fractures of the long bones, urging 
particularly the wider application of physiothera- 
peutic methods and the use of splints and apparatus 
instead of the more convenient and less expensive 
plaster of Paris circular casts. He believes that by 
these methods healing can be hastened and the period 
of disability definitely shortened. 

CHESTER C. SCHNEIDER, M.D. 


Boorstein, S. W., and Landsman, I. J.: The Treat- 
ment of Fractures by Orthopedic Methods. 
Arch. Surg., 1923, vii, 633. 

This article consists for the most part of quota- 
tions from the literature. The old and new methods 
are contrasted as follows: 
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OLD METHODS 
1. Reduction of the fracture 
after the swelling has subsided. 
2. Reduction of the fracture by 
direct pull. 


3. Maximum immobilization of 
the joints above and below the 
break. 


4. The application of straight 
splints. 


5. Immobilization of bone and 
joints by bandages which are left 
in place until firm union has oc- 


NEW METHODS 

1. Immediate reduction of the 
fracture. 

2. Reduction of the fracture in 
accordance with relaxation or 
muscle pull. 

3. Immobilization to prevent 
slipping by the muscular spasm, 
whether another joint is to be in- 
cluded or not. Usually only one 
joint is included. 

4. The application of a plaster 
cast or splint shaped to conform 
to the shape of the limb. 

5. Immobilization only suffi- 
ciently long to prevent slipping 
of the fragments. 


curred. 

6. No particular care of the soft 
parts (skin, nerves, vessels, and 
muscles). 

7. Contour or union in good 
position the main aim. 

8. Prolonged confinement to 
bed. 
9. Later correction of deform- 
ity occurring during the treat- 
ment (often considered inevi- 
table). 

10. Use of the roentgen ray only 10. Frequent use of the roentgen 
once or twice during the entire ray. : 
treatment. 


6. Proper care of the soft parts 
by early massage and exercises, 
and early removal of the splints. 


7. Function the main aim. 


8. Very early function. 


9. Care to prevent deformity. 


Dennis W. Crite, M.D. 


Duchange, R.: The Study and Treatment of 
Fractures of the Malar Bone and the Zygoma 
(Etude et traitement des fractures de l’os malaire 
et du zygoma). J. de méd. de Bordeaux, 1923, xcv, 
557- 


Fractures of the malar bone and fractures of the 
zygoma must be studied together as the zygoma is a 
bony bridge formed in part by the malar bone and in 
part by the temporal bone. Fractures of the cranial 
bones bear no relation to them. 

The cause of fractures of the malar bone and the 
zygoma is direct violence which displaces the bone 
either inward or outward. As the malar bone is 
usually broken at the points of synostosis with 
neighboring bones, the orbit, nasal bone, superior 
maxilla, and zygoma are often involved in the lesion 
to a certain extent, but in incomplete fractures of 
one edge, the malar bone may be affected alone. 
When the malar bone is dislocated inward, the 
separation occurs at the lines of bone sutures and in 
some cases the bone may be driven in as much as 4 
to 6 cm. without fracture. 

Swelling and oedema may disguise the deformity 
temporarily, and as the displaced fragments remain 
fixed in the surrounding osseous field, mobility and 
crepitus are absent. Pain is present, however, and 
palpation of the swollen cheek reveals extreme ten- 
derness. Irregularity of the bony arch may be pal- 
pated. One helpful sign is post-traumatic trismus. 
This is always found immediately after fracture of 


the zygoma but is usually delayed after fracture of 
the malar bone, a fact the author explains by 
assuming that in zygoma lesions the insertion of the 
masseter is involved primarily, while in malar lesions 
the inflammatory reaction invades the masseter 
gradually. 

After a period of a few days fractures of the malar 
bone and the zygoma are not amenable to reduc- 
tion. Treatment must be given early because usually 
the displaced imbricated bone rapidly heals in place 
and cannot be dislodged. In one case, however, 
replacement was effected as late as twelve days after 
the fracture. 

In fracture with displacemen‘ outward, reduction 
can be effected easily by simple pressure. When the 
fragment is depressed, the author lifts it forward into 
position by means of a special forceps with sharp- 
toothed ends. Local anesthesia is sufficient. 

KELLocG SPEED, M.D. 


Jean and Solcard: Fractures of the Pisiform Bone 
(Fractures du pisiforme). Rev. d’orthop., 1923, xxx, 
477- 


Injuries of the pisiform bone are rare; only about 
a dozen cases of dislocation of this bone have been 
reported in the literature, and few cases of fracture 
are known. 

The case reported by the authors was that of a man 
who fell backward, striking the ground with his left 
wrist in extension and adduction. An anteroposte- 
rior roentgenogram made the following day showed a 
pisiform fracture. The fracture line was in he form 
of a Y, the lower inner fragment being the smaller. 
In a lateral roentgenogram the lower outer fragment 
appeared posterior and was found to comprise the 
greater part of the articular surface. The upper 
inner branch of the fracture line showed a gap. 

W. A. BRENNAN. 


Clairmont, P., and Schinz, H. R.: Conservative 
Treatment of Dislocation of the Semilunar 
Bone (Zur konservativen Behandlung der Mond- 
beinverrenkung). Zentralbl. f. Chir., 1923, 1, 1386. 


After a brief discussion of the various types of dis- 
location of the semilunar bone which is illustrated 
with roentgenograms, the authors urge conservative 
treatment. 

An early diagnosis is easily made with the aid of 
the roentgen-ray and is of great importance. In old 
cases, reduction is exceedingly difficult. The dis- 
location of the semilunar bone is often complicated 
by fracture of the navicular bone with or without 
dislocation of the proximal navicular fragment and 
with avulsion of the styloid process. 

The best treatment is reduction under anzsthe- 
sia. This is accomplished by maximum dorsal 
flexion, pressure upon the dislocated semilunar bone 
from the volar surface, and associated maximum 
volar flexion. 

After the reduction, immobilization is necessary 
for only a short time. Physiotherapy should be 
begun early. Harms (Z). 
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Charbonnier, A.: A Simple Method of Marking 
the Head of the Femur and Its Application 
in Uniting the Head and Neck with a Screw 
(Procédé simple pour le repérage du centre de la 
téte fémorale et son application dans le vissage du 
col). Lyon chir., 1923, XX, 43. 

The instrument or marker described consists of 
four nickel knitting needles, 18 cm. in length, fas- 
tened together by small pivotal metal pieces con- 
taining thumb screws which permit adjustment and 
locking of the system. One needle forms the line 
from the anterosuperior iliac to the pubic spine, and 
the second, the axis of the femoral neck. The third 
is vertical over the subtrochanteric point, and the 
fourth unites the metal pivot over the antero- 
superior iliac spine with the metal pivot over the sub- 
trochanteric site and gives support to the apparatus. 
An 8-mm. metallic marker on the needle of the 
femoral neck, 2.5 cm. from the midpoint on the first 
needle, indicates the center of the femoral head. The 
marker is adjusted and measured on the normal side 
and then applied on the fractured side and roentgeno- 
graphed. Re-applied during the operation, it serves 
as a guide. The technique is as follows: 

The patient is placed flat on the X-ray table, with 
the iliac spines at the same height and level, the 
legs extended together in the midline, and the feet 
anteroposterior with the toes up. The marker is 
adjusted on the normal side by marking minutely 
the iliac spine, the pubic spine, and the subtrochan- 
teric point (in obese subjects it is sufficient to give 
the angle of application a value of too degrees which 
is the average angle for all cases). Two and one- 
half centimeters from the midpoint between the 
iliac and pubic spines and the cross bar on the 
needle over the femoral neck is the center of the 


Tig. r. Measuring apparatus applied to the skeleton. 
Ki-ep, line joining anterosuperior and pubic spines. M-St, 
axis of neck of femur. Ei-St, rod serving only to strength- 
en apparatus. C, metallic marker indicating center of 
head of femur 214 cm. from Point M. 


Fig. 2. Measuring apparatus in use. 


femoral head. This having been determined, the in- 
strument is locked rigid with the thumb screws, 
reversed, placed on the fractured hip, and fastened 
with adhesive or thread. A roentgenogram is then 
made with the X-ray tube centered on the cross bar. 
The film is developed at once and the marking veri- 
fied. If it is found to be accurate, the iliac spine, the 
pubic spine, the center of the femoral head, and the 
subtrochanteric point are marked on the skin. If it 
is inaccurate the correction is determined before the 
skin markings are made. The instrument is then 
removed and kept rigid for use during the operation. 

The X-ray shows the form of the fracture, the 
center of the femoral head, the normal angle of the 
neck, and the amount of abduction necessary at 
operation to regain the angle of inclination. The 
length of the screw necessary is the distance on the 
film from the crossbar to the subtrochanteric point, 
calculated on the basis of similar triangles. The 
tube is 60 cm. from the film and the bone is assumed 
to be half way between these two points. With the 
patient anesthetized and in the same position as for 
the roentgenogram the sterilized marker is applied on 
the points indicated on the skin, the vertical needle 
is lifted back, the bone exposed, and traction is 
exerted on the limb with the foot vertical and with- 
out deviating the pelvis, until the subtrochanteric 
point arrives at the level of the needle which indicates 
its normal site. The necessary abduction is then 
made, a hole is drilled in the bone 2 cm. below the 
subtrochanteric crest, nearly horizontal with, and in 
the direction of the crossbar, and the screw inserted. 
The head of the screw should lie under the vertical 
needle indicating the subtrochanteric point. When 
all hip movements are free, the screw is well placed. 
After the operation an X-ray examination should be 
made without the marker. 

The advantages of the apparatus are summarized 
as follows: 

1. In fracture of the femoral neck it marks the 
center of the femoral head on the basis of the finding 
in the normal side. 
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2, It gives a fixed point during operation. 

3. It indicates the amount of extension of the 
leg necessary to correct the shortening and some- 
times the degree of abduction required. 

4. The scale on the crossbar gives the length of 
the screw and facilitates corrections. 

5. X-ray control during the operation is rendered 
unnecessary. 

6. The screw may be placed with precision. 

;. The apparatus is simple to construct and to use 
and does not impede the operation. 

8. It gives good localization in all cases. 

Errors occur most often in the cases of obese sub- 
jects because of difficulty in finding the landmarks. 

The instrument may be fixed to the iliac and pubic 
spines by silk sutures placed under local anesthesia. 
A marker held by adhesive tends to descend and 
localizes the head too low. When the abdomen hangs 
over the groin the apparatus is useless. A patholog- 
ical pelvis may Cause error. 

Of fifty roentgenograms of normal or fractured 
hips taken indiscriminately, the crossbar was at the 
center of the head in forty-five. When the appara- 
tus was applied to the cadaver and a needle forced to 


a point corresponding to the crossbar the needle 
struck within 1 or 2 cm. of the center of the head in 
every case. The author and Jentzer have used the 
method successfully in three operative cases. The 
operations were extremely simple and rapidly con- 
ducted under spinal anesthesia; the postoperative 
course was normal, and the results were encourag- 
ing. Wa ter C. BurkeEt, M.D. 


Baudet, R., and Masmonteil, F.: Osteosynthesis 
of Diaphyseal Fractures of the Leg (Ostéosyn- 
thése des fractures diaphysaires de jambe). J. de 
chir., 1923, xxii, 391. 

This is a detailed report of the authors’ technique 
in reducing fractures of the shaft of the tibia by 
operation. During the operation constant traction 
is maintained upon the lower fragment by means of a 
mechanical apparatus attached to the operating 
table. Sherman plates are used to immobilize 
transverse fractures and Parham bands for oblique 
fractures. The article includes several sketches of 
the instruments employed and roentgenograms of 
fractured bones before and after reduction. 

Loyat E. Davis, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Wedenski, K.: Discussion of Aneurism Following 
Gunshot Wounds and Its Surgical Treatment 
(Zur Frage der Aneurysmen nach Schussverlet- 
zungen und ihrer chirurgischen Behandlung). 
Westnik Chir. i pogran. oblastei, 1923, ii, 311. 


The author presents the histories of sixteen cases 
of aneurism following gunshot wounds, and reviews 
the relevant literature and the various methods of 
operating. The result of the work is summarized in 
fifteen concluding sentences, the most important of 
which are here presented: 

1. Aneurisms develop in 53 per cent of injuries to 
vessels. Injuries to vessels average about 0.45 per 
cent of all wounds. 

2. The majority of investigators incline toward 
the theory that the aneurism is due to extravasation 
rather than thrombosis. 

3. According to the investigations of Syssojew, a 
cavity lined with fibrous tissue forms in the hema- 
toma in the course of twelve to seventeen days. 
During further growth, up to the thirtieth day, 
connective tissue develops and capillaries invade the 
mass. Finally, after two or three months, elastic 
fibers develop. 

4. Arteriovenous aneurisms constitute 35.5 per 
cent of all aneurisms and can occasion not only 
local but also general circulatory disturbances. 

5. Except in emergency, operation should be 
performed only in cases in which there is a sufficient 
development of collaterals tested according to the 
method of Korotkow or Matas and Moschkowicz. 

6. If there is insufficient establishment of col- 
lateral blood circulation, and if interference with 
the venous flow produces a better circulation of blood 
in the periphery, ligation of the corresponding vein 
should be performed according to the method of 
Oppel. 

7. In ligation of the main branch care must be 
taken not to damage the collaterals. 

8. The Philagrius technique with ligation of the 
afferent and efferent arteries and extirpation of the 
sac of the aneurism is difficult and is apt to result in 
injury to the collaterals. The best method is the 
Lyme-Matas operation. Buscu (Z). 


Barraud: Multiple Distant Venous Thromboses 
in a Case of Thrombophlebitis of the Lateral 
Sinus of Aural Origin; Cure (Thromboses vein- 
euses multiples et éloignées dans un cas de thrombo- 
phlébite du sinus latéral d’origine otique; guérison). 
Arch. internat. de laryngol., 1924, XXX, 55. 


Barraud’s patient was a man 27 years of age who 
was treated for mastoiditis on the right side due to 
diphtheria of the ear. Ten days after operation a 
sternocleidomastoid phlegmon appeared, and eleven 


days later thrombophlebitis of the lateral sinus and 
jugular vein developed. The thrombus extended to 
the subclavian vein, then to the axillary vein, and 
finally to all the large veins of the forearm, causing 
marked cutaneous oedema over the back from the 
neck to the iliac crest. On the thirty-sixth day 
there was thrombosis of the right iliac and femoral 
veins with cedema of the limb and foot. Similar 
phenomena then developed on the left side. Under 
treatment with sodium citrate given by mouth, the 
swelling of he limbs subsided rapidly and, with the 
thrombosis, disappeared in less than two weeks. 

In another case, a case of jugular thrombophle- 
bitis, sodium citrate was not effective and the patient 
died. W. A. BRENNAN. 


Frank, L.: Mesenteric Vascular Occlusion: Report 
of Three Cases in Children. Am. J. Surg., 1923, 
XXXVii, 304. 

The author discusses embolism and infarction 
with special reference to the mesentery. Any con- 
dition, such as endocarditis, aortic atheroma, or 
arteriosclerosis, which predisposes to thrombus 
formation favors the development of occlusion of the 
mesenteric arteries, and any condition causing stasis 
in the portal systemic may be an etiological factor in 
venous occlusion. Conditions of the latter type 
include enteritis, traumatic lesions, the puerperal 
state, phlebitis, cachexia from cancer, malaria, 
typhoid fever, and septicemia. Conditions causing 
secondary occlusions by pressure or adhesions are 
cirrhosis, pyelophlebitis, syphilis, and new-growths. 

There are no pathognomonic signs of mesenteric 
vascular occlusion, and as a rule a positive diagnosis 
is made only at operation. 

The onset is sudden with severe intermittent or 
constant abdominal pain localized about the umbili- 
cus in the hypochondrium, the epigastrium, or the 
lower abdomen, or generalized. Tenderness, rigid- 
ity, and distention are invariable. Signs of shock are 
present and collapse is imminent. The temperature, 
which at first is subnormal, may later rise to 104 or 
105 degrees F., the pulse and respiration becoming 
weak and rapid. The patient is cyanotic and pale. 
Persistent vomiting begins early and the vomitus 
becomes bright red. Early hemorrhagic diarrhoea 
is followed by constipation which ultimately is com- 
plete. Sudden pain, shock, bloody vomitus, and 
alvine dejections are the most important diagnostic 
signs. 

The stages of obstruction of the intestinal blood 
supply are: (1) necrosis, (2) gangrene, (3) infarct, and 
(4) abscess. 

The superior mesenteric artery is most commonly 
involved probably because: (1) it is larger; (2) its 
mouth is nearer the abdominal aorta; and (3) it runs 
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nearly parallel with the abdominal aorta. The anas- 
tomoses with the mesenteric vessels are very small 
and not adequate. 

Operation should be performed as soon as possible 
as the condition is serious as soon as symptoms are 
present. 

The mortality has been high because usually the 
treatment has not been given early. Resection of the 
gangrenous intestine and anastomosis are indicated, 
orif the patient’s condition is very poor, the two ends 
of the intestine may be brought out of the abdomen 
temporarily. 

The author reports three cases. 

Marcus H. Hosart, M.D. 


Sencert, L.: Arterial Embolism of the Limbs and 
Its Surgical Treatment (Les embolies artérielles 
des membres et leur traitement chirurgical). Rev. 
de chir., Par., 1923, xlii, 623. 

The usual point of origin of arterial emboli is the 
left heart. and the usual cause of such clots is an 
organic lesion of the mitral valve. Other causes are 
acute and subacute myocarditis and _ surgical 
operation. 

Arterial emboli have a predilection for the points 
of bifurcation of the arterial trunk. Secondary 
thromboses may render the surgical localization of 
the emboli difficult, but in Sencert’s opinion these 
thromboses are formed late. 

Ordinarily, diagnosis is not difficult. If oblitera- 
tion of the vessel is sudden and complete, the symp- 
toms appear with a suddenness and intensity which 
leave no doubt. If the occlusion is at first incom- 
plete, there are disturbances of sensation and motility 
which sometimes are difficult to interpret and may be 
confused with those due to acute or chronic arteritis. 

The localization of an embolus is done best by 
exploring the peripheral pulse. If on exploration of 
the limb from below upward the pulse is first found 
absent and then suddenly appears at a certain point 
in the trajectory of the artery the latter point is the 
site of the embolus. 

The only method of treating arterial embolism of 
the limbs is arteriotomy and extraction of the clot. 
Absolute asepsis and accurate technique are essen- 
tial because an infection too slight to provoke the 
least clinical manifestation may set up a thrombosis 
in a sutured vessel. Before opening the vessel 
Sencert irrigates the region with a 2 per cent citrate 
of soda solution and places compresses wet with the 
solution on each side of the artery. He believes it 
best to incise the vessel at the site of the embolus 
rather than just above or below it because, if the 
intima is altered, it can be seen and action can be 
taken accordingly. The clot is removed by introduc- 
ing a curved forceps or a Nélaton sound through 
the arterial opening. The vessel must then be care- 
fully explored and the exploration followed by citrate 
of soda lavage. 

Since the first failures, reported by Lejars in 1914, 
more than one fourth of the patients subjected to 
embolectomy have been cured. W. A. BRENNAN. 


BLOOD AND TRANSFUSION 


Colebrook, L., and Storer, E. J.: On Immuno- 
transfusion. Lancet, 1923, ccv, 1341, 1394. 

It has been demonstrated by Wright that simple 
transfusion is of little value in severe septicemia be- 
cause as a rule normal blood contains fewer protec- 
tive substances than the blood of the infected 
patient. Wright therefore proposed the infusion of 
immunized blood. The purpose of immuno-transfu- 
sion is to furnish the body with a bactericidal plasma 
which contains in addition a large number of normal 
leucocytes capable of making an active immunizing 
response. The method is a last resource when all the 
surgeon can do has been done and when no response 
can be obtained by vaccines. 

One of three tests may be employed to determine 
whether the patient should be treated by the inocu- 
lation of a vaccine or by immuno-transfusion. These 
are the vaccine response test, the estimation of the 
phagocytic power of the patient’s blood, and the 
“‘chiastic test”? of Wright. The authors describe the 
technique of each in detail. If the leucocytic effi- 
ciency of the patient’s blood is reduced to one-third 
that of normal blood, the blood is incapable of 
making immunizing responses and immuno-trans- 
fusion is necessary. 

The donor is chosen as for an ordinary transfusion 
and his blood then immunized. Wr'ght has shown 
that the addition of vaccine to blood in vitro results 
in the elaboration of p otective substances which are 
derived from the leucocyte and are non-specific in 
character. The authors at first immunized the do- 
nor’s blood by the intravenous injection of vaccine but 
later found it more practical to make a subcutaneous 
inoculation of vaccine. 

Within one to five hours the blood acquires a con- 
siderably increased hemo-bactericidal power. This 
increased power exerts its effect non-specifically, 
varies with the dose of the vaccine, and usually dis- 
appears after forty-eight hours. The authors use 
routinely a subcutaneous inoculation of 1,000 mil- 
lions of a stock staphylococcus vaccine and draw off 
the blood after four or five hours. 

The addition to the blood o° decalcifying agents, 
such as sodium citrate, to prevent coagulation have 
been found to impair the functions of the leucocytes. 
Therefore, unaltered blood or defibrinated blood 
should be used. The latter has been found the more 
practical. Defibrinated blood has lost 25 to 30 per 
cent of its leucocytes but the loss makes little dif- 
ference in its bactericidal power. For a short time 
after its collection, defibrinated blood contains active 
fibrin ferment which rapidly clots fresh blood in 
vitro, but there is no danger of intravascular clotting 
because the fibrin ferment is inactive on blood in 
vivo. 

The blood for transfusion is drawn into a bottle, 
which contains a fixed glass rod and is defibrinated 
by constantly rotating the bottle while it is filling and 
for from four to six minutes after the needle is with- 
drawn from the vein. Experiments have shown that 
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an “immune” blood loses little, if any, of its bac- 
tericidal efficiency when it is kept for periods up to 
four hours, either at room temperature or at 37 
degrees C. For injecting the defibrinated blood the 
authors use an apparatus which is essentially a 
syringe acting as a combined suction and force pump. 
The authors report briefly nine clinical cases of 
septicemia in which immuno-transfusion proved to 
be of definite value in .he treatment and seven cases 
in which the method was used without benefit. 
VERNE G. BurDEN, M.D. 


LYMPH VESSELS AND GLANDS 


Neve, E. F.: The Treatment of Tuberculous Glands. 
Practitioner, 1923, Cxi, 362. 


The author has had experience in about 1,900 
operations for so-called “closed” tuberculosis, i. e., 
tuberculosis of the joints and glands. The mortality 
was 0.5 per cent. 

In early cases of glandular tuberculosis operation 
is seldom indicated as the condition will often clear 
up under medical treatment. In progressive cases 
operation should be performed before the occurrence 
of suppuration and the formation of fistule. In 
mobile glands, operation is usually easy and is fol- 
lowed by prompt recovery; even when the condition 
is complicated by sinus formation, it is usually 
possible to remove the disease focus. 

The majority of cases of glandular tuberculosis 
are due to the bovine bacilli, and the infection takes 
place in the throat through the tonsils and adenoids. 
In Kashmir, where the cows are kept in sheds during 
the winter, bovine tuberculosis is fairly common. 

Marcus H. Hosart, M.D. 


Vernoni, G.: Emphysema of the Mesenteric 
Lymph Glands in Infants (Enfisema delle linfo- 
glandole mesenteriche in lattante). Sperimentale, 
1923, xxvii, 170. 

Vernoni reports the autopsy findings in the case 
of an infant 1 year old who habitually developed 
eczema when fed breast milk. The eczema disap- 


peared when artificial feeding was instituted but 
on this feeding the infant did not thrive. The au- 
topsy was performed twenty hours after death. 
The author stresses the point that during the inter- 
val the body was kept very cool. 

The positive findings center about the mesenteric 
lymph glands. These were markedly enlarged, 
whitish, and studded throughout, though more so 
near the surface, with numerous gas-filled vesicles, 
the smallest of which were 2 mm. in diameter. Mi- 
croscopic examination showed that these vesicles 
were distributed through the entire thickness of 
the gland and reached their greatest size near 
the cortex. Most of them seemed to be excava- 
tions into the parenchyma. Some presented an 
endothelial lining, and a few a thin connective 
tissue membrane. The parenchyma of the glands 
was normal and the lymphocytic elements were 
normally distributed. There was no inflammatory 
reaction about the cysts. In the capsular con- 
nective tissue were greatly dilated afferent lym- 
phatics which opened directly into the subcapsular 
gaseous cysts. Sections stained for bacteria were 
negative. 

Because of the absence of putrefactive changes in 
the abdominal viscera, even under the microscope, 
and because of the negative bacterial findings, 
Vernoni is inclined to attribute these findings to 
ante-mortem causes. He likens them to the cystoid 
pneumatosis of the intestine found in man and in 
swine of certain regions. In man, this often causes 
abdominal symptoms leading to operation for some 
other condition. 

The etiology and pathogenesis are unknown. After 
analyzing several theories, Vernoni points out that 
the condition is usually found in persons who have 
adhered to a relatively excessive milk diet. He be- 
lieves that it may be responsible for the “‘colics” that 
occur in the course of various chronic diseases. ‘The 
relative frequency with which it is found on the 
operating table and the infrequency with which it is 
found at autopsy indicate that it is usually transient. 

SALVATORE DI Patma, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Lee, W. E.: The Surgical Treatment of 3urns. 
Therap. Gaz., 1923, 3 S. XXxix, 845. 

From results of experimental work the author is 
convinced that burns should be given the same treat- 
ment as othr types of traumatic wounds. A com- 
parison of the pathology of burns with the inflam- 
matory reaction of the tissues to other types of 
injury will demonstrate that the local and general 
changes are identical. Variations are in degree only, 
never in kind. 

The treatment is general and local. Lee relieves 
the pain with large doses of morphine and covers the 
exposed nerve endings with sterile oil. Harsh dress- 
ings are omitted altogether or impregnated with oil 
or wax. Dead tissue is removed as early as possible. 
During the period of shock, weak antiseptic oils are 
applied to the necrotic tissues. At the end of 
twenty-four hours all loose and detached tissues are 
removed with the scissors, and the burned part is 
imme sed for one hour every day in a 2 per cent 
aqueous solution of sodium bicarbonate. Imper- 
vious dressings which prevent external drainage are 
to be condemned. These include surgical lint upon 
which ointments are spread and the so-called ‘‘ wax 
shell’”’ of ambrine or its substitutes. 

Lee has grouped his cases of burns, as far as local 
treatment is concerned, into (1) non-infected, (2) 
contaminated, (3) infected, and (4) suppurating. 
Non-infected burns include those of the first and 
second degrees in which the blisters are unbroken. 
In this type, primary closure and the prevention of 
secondary infection are clearly indicated. The air- 
tight occlusive dressing provided by a paraffin film 
may be regarded as a primary closure. Cases of burns 
which can be treated within the first three hours 
af er the injury and in which it is possible entirely to 
remove the dead or devitalized tissue by mechanical 
means, are Classified as contaminated. The primary 
closure of these burns with a paraffin film is at- 
tempted provided a microscopic examination of the 
exudate shows the absence of streptococci. Burns 
of the third degree are classified as infected from the 
twelfth to he twenty-fourth hour after the receipt 
- the injury; and as suppurating after seventy-two 
ours. 

For chemical débridement a daily immersion is 
given for a period of one hour in a 2 pe cent solution 
of sodium bicarbonate at a temperature of 102 de- 
grees F. The surfaces are then exposed to heated air 
for the rest of the wenty-four hours. When the 
trunk is involved or large areas of the extremities are 
denuded of skin, undue radiation of body heat is 
guarded against by covering the patient with a 


blanket tent made over the bed, under which a con- 
stant temperature of 98 to 100 degrees F. is maintain- 
ed with electric lights. 

_ The author concludes his article with the follow- 
ing summary: 

1. As burns differ widely in degree, character of 
tissue destruction. bacterial content, and progress of 
healing, no one procedure nor any one solution will 
prove equally valuable for all cases and all stages. 

2. The same factors, infection and necrotic tis- 
sues, are present in burns as in all traumatic wounds, 
and therefore the principles found of practical value 
in the treatment of other traumatic wounds apply 
to their treatment. 

3. The covering of wounds with impervious dress- 
ings such as wax films is to a certain extent compar- 
able to the surgical closure of traumatic wounds and 
should be governed by the time that has elapsed 
since the accident, the type of infection, the bacterial 
content of the wound, and the presence of necrotic 
tissue. 

4. The débridement of burns by surgical excision, 
though theoretically ideal, is usually a mechanical 
impossibility. Dakin’s solution, when it can be 
borne by the patient, chemically removes the necro- 
tic tissue of burns as satisfactorily as in traumatic 
wounds, but unfortunately only a small percentage 
of patients are able to endure the pain. In the ma- 
jority of cases a satisfactory result is obtained from 
natural tissue autolysis assisted by mechanical clean- 
sing and daily immersion in a 2 per cent solution of 
sodium bicarbonate. 

5. Until the condition of surgical sterility is 
obtained, the necessary drainage is provided by a 
single layer of wide-mesh paraffin gauze, the expo- 
sure of the part to the air, and a dressing that will 
float off the wound with minimal trauma at the time 
of daily immersion. 

6. If burned surfaces are exposed to the air, it is 
usually necessary to employ a chemical antiseptic to 
obtain and maintain surgical sterility. The chlorine 
group of antiseptics have proved most satisfactory 
for this purpose. However, the solution must be 
tested so that no irritating free chlorine or hydro- 
chloric acid will be applied. Very weak strengths 
should be used at first, as weak as %o of 1 per cent. 
As the patient becomes accustomed to the antisep- 
tic, its strength may be gradually increased to % of 
I per cent. 

7. The rate of growth of new skin and of grafted 
skin is at the maximum upon surfaces which have 
reached the condition of sterility in the shortest 
period of time. 

8. The amount of scar tissue formed after burns 
and the consequent contractures are in direct propor- 
tion to the amount of tissue destroyed by the 
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original traumatizing agent and to the type, degree, 
and duration of the infection. 

The preparation of the paraffined fly-netting used 
by the author as a dressing for burns is described 
in detail. Emu C. RositsHex, M.D. 


Delvaux: The Transplantation of Skin Grafts 
under the Action of a Current of Warm Air 
(Transplantations de greffes épidermiques sous 
Vaction d’un courant d’air chaud). Bull. et mém. 
Soc. de chir. de Par., 1923, xlix, 1209. 


Instead of curetting away the granulations the 
author directs a current of warm air upon the surface 
to be covered with a graft. In this way he obtains a 
dry surface and saves the granulations which are of 
value in keeping the grafts viable. After the 
Thiersch grafts are applied the warm air is played 
over them for several hours until the serum between 
their edges is dried. After they are dry they remain 
in place. A light dressing is then applied. 

Loyat E. Davis, M.D. 


Montague, J. F.: A New Type of Mattress Partic- 
ularly Adapted for Use in Cases of Rectal Incon- 
tinence. Surg.,Gynec. & Obst., 1924, xxxviii, 117. 

In size and general appearance, the mattress de- 
scribed resembles an ordinary single bed mattress. 

It may be used on any bed or spring. In the center 

of it is a recess to accommodate a receptacle for the 

excreta. This recess is filled by such a receptacle 
and one mattress section or by two mattress sec- 
tions. When the two mattress sections are in place 
the mattress may be used as an ordinary mattress. 

When the receptacle is in use the recess and the mat- 

tress for about 1 ft. around it are covered with rub- 

ber cloth. The patient is made comfortable on a 

rubber ring, cushion, or pneumatic horseshoe placed 

on the bed pan or douch pan. When it is desired to 
remove the pan, the patient is turned on his side and 


in place. 


Fig. 2. The mattress complete after the receptacle has 
been removed and the sections have been replaced. 


Fig. 1. The recess in the mattress with the receptacle 


the section is withdrawn. This mattress prevents 

the strain on the heart and on sutures which attends 

the use of the bed pan with the ordinary mattress. 
Emit C. RositsHek, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Delater: The Relation of Local Immunization to 
General Immunity: Modern Tendencies to 
Explain Infection and Immunity by a Process 
of Local Reaction; Local Vaccination (De 
Vimmunisation locale 4 l’immunité générale; tendances 
modernes 4 expliquer l’infection et ?immunité par 
un processus de réaction localisée; vaccination 
locale). Presse méd., Par., 1924, xxxii, 3. 


To date, except for smallpox, vaccination has been 
given uniformly by subcutaneous injection. Often 
the resulting local reaction offset to a large extent the 
immunizing value of the procedure and the immu- 
nity conferred was not as great as that obtained 
naturally from the disease itself. Against most 
infections vaccination is either inefficient or insufii- 
cient. 

In this article the author reports the results of a 
series of experiments performed on guinea pigs and 
rabbits with regard to local immunity in the skin and 
local immunity in the intestinal wall. The investiga- 
tion was based on the following hypotheses and 
observations: 

1. Every disease has a special point of predilec- 
tion, the site of entry of the virus. 

2. Animals may be refractory to a disease of man, 
but if the receptive organ is sensitized they become 
susceptible. This shows that their general immunity 
depended upon local obstruction to the entry of the 
virus. 

3. Immunity is conferred by infection of the 
selected tissue, and general immunity is obtained 
from local obstruction to the entrance of the 
disease. 

4. The serological reaction (agglutination, etc.) 
is independent of immunity; in fact, when one is 
found the other is usually absent. 

In the first of the three series devoted to local im- 
munity in the skin a carbuncle was taken as a repre- 
sentative condition. The following conclusions were 
drawn: 

1. The skin is the only receptive organ. Intra- 
peritoneal or intravenous injections caused no harm- 
ful effects if the skin was not contaminated. If the 
animal was skinned and the virus injected at random 
there was no reaction, but if the virus was applied to 
excoriated skin an immediate reaction followed and 
the animal died. 

2. The skin is the only organ to produce immu- 
nity. Vaccination on excoriated skin of successive 
small amounts of attenuated virus conferred immu- 
nity to subsequent inoculations of the virus. Intra- 
peritoneal and intravenous injection did not conier 
immunity unless the disease was provoked in a sen- 
sitized spot in the skin (abrasion). 
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3. The general reaction does not produce immu- 
nity. In the production of immunity as noted, there 
was no general reaction such as the production of 
agglutinins, and the blood of the immunized guinea 
pig did not protect another guinea pig from infection. 

The second series of experiments with regard to 
local immunity in the skin dealt with vaccinia. In 
these it was again proved that the skin is the only 
receptive organ and the only organ to confer immu- 
nity; also that the general reaction has no part in 
the production of immunity. 

The third series of experiments with regard to 
local immunity in the skin dealt with staphylococcic 
and streptococcic infections. It was concluded that 
in these conditions the organs of predilection are 
least ectodermal. The results were not definite, but 
cutaneous vaccination had a favorable effect. 

In the experiments regarding local immunity in 
the intestinal wall, dysentery, typhoid, and cholera 
were studied as representative affections. Dysentery 
can be produced experimentally in animals without 
sensitizing the intestine, but to produce typhoid and 
cholera previous sensitization of the mucosa is 
necessary. The sensitization was accomplished by 
feeding bile which destroyed the local protective 
action of the intestinal wall. It was found that the 
intestine is the only organ of entry and the only one 
to confer immunity; also that the immunity is 
independent of the general reaction. When the bac- 
teria were injected intravenously or intraperitoneally 
the vast majority accumulated in the intestine and 
gall bladder. In the absence of intestinal lesions no 
immunity was conferred. As local immunity increas- 
ed, the general reaction (agglutinins) decreased, being 
no longer necessary, but before local immunity devel- 
oped, agglutinins were present in abundance. 

The mechanism of infection by mouth in man is 
described by the author as follows: 

The bacilli pass through the unsensitized intestine 
and accumulate in the mesenteric nodes. When the 
mesenteric nodes break down, a septicemia results, 
and in this condition the bacilli are attracted to their 
site of positive tropism—the intestinal mucosa. The 
mucosa then having been sensitized by their previous 
passage, becomes the site of ulceration. If recovery 
takes place, local immunity is established and the 
intestinal mucosa remains refractory to further 
Invasion. 

Experimental evidence indicates that a similar 
local immunity occurs in the lungs. 

With regard to the practical application of local 
vaccination, the author states that the intestinal 
type, i.e., vaccination by mouth, has been widely 
used. In this method a pill of bile is given in the 
morning and followed by a tablet of attenuated cul- 
ture, each encased in gelatin. This is repeated for 
three successive days. Definite immunity results in 
three or four days. As this is purely a local process, 
diseases of other parts do not contra-indicate the 
procedure. 

Vaillant reports that in an epidemic of typhoid 
fever in 1922 the infection attacked 8 per cent of 
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unvaccinated persons and 2 per cent of persons vac- 
cinated subcutaneously, but only 0.17 per cent of 
persons vaccinated by the oral route. Fleche vac- 
cinated 253 pupils by the subcutaneous method and 
269 by the oral method. Ten of the first group 
developed typhoid fever in a period of twenty days 
but only five of the second group, the last on the 
eleventh day. Other reports confirming the value 
of local vaccination are cited. 

In conclusion Delater points out that as certain 
organs are the sites of invasion and the production of 
immunity, it appears logical to localize vaccination 
to these organs. This method is not only more effi- 
cient but also easier and more agreeable than others. 

I. M. Hay, M.D. 


Wilkie, D. P. D., Page, C. M., Saner, F. D., Mullally, 
G. T., and Others: Discussion on the Treat- 
ment of Acute Primary Infections of the Hand. 
Brit. M.J., 1923, ii, 1025. 

WILKIE states that an incision should never be 
made at the poin‘ of acute lymphatic infection dur- 
ing the early stages. He induces hyperemia locally 
by means of moist hot applications and the applica- 
tion of Bier’s elastic bandage to the upper arm, gives 
fluid in large quantities by mouth or rectum, and 
injects subcutaneously 50 c.cm. of polyvalent anti- 
streptococcus serum. In suppurative cellulitis, early 
incision with free drainage is always indicated. 
Wilkie makes two lateral incisions in the finger pulp. 
In cases of deep suppuration in the palm, an incision 
should be made between two fingers and a sinus 
forceps should be thrust in along a lumbrical canal. 
If this does not give adequate drainage, the web of 
the finger may be split up into the palm. In cases 
of suppuration in the thenar spaces, through-and- 
through drainage of the first interosseous space is 
essential. Incisions on the dorsum of the hand are 
very seldom necessary. 

For the treatment of severe cases of nail-fold infec- 
tion Wilkie advocates the throwing up of the nail- 
fold by a lateral incision at either side and removal of 
part of the nail. Strands of gauze should be packed 
between the nail and the fold. In infective teno- 
synovitis, an incision should be made for free drain- 
age as early as possible. A general anesthetic should 
be administered. In some cases it may be necessary 
even to split the anterior carpal ligament in order to 
prevent retention above it by adhesions. If he sup- 
puration has extended into the forearm, a lateral inci- 
sion should be made on either side just in front of the 
bones and a forceps thrust through to give free exit 
to pus burrowing upward under the anterior group 
of forearm muscles. Wilkie does not approve of the 
use of drainage tubes in these cases. In the after- 
treatment, moist dressings and hot saline baths are 
indicated, but should be stopped as soon as the acute 
inflammation has subsided. In cases of cellulitis, 
rest should be given until the infection shows signs 
of becoming localized. Thereafter the sooner 
movement is encouraged the better. Stiff fingers are 
in the way and should be amputated, but this should 
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be done only after the acute inflammation is on the 
wane. The thumb should always be preserved. 
Wilkie advocates the same procedure when a joint 
is disorganized. 

PaGE states that the incision should be suffi iently 
free to allow it to gape. He believes that in the pres- 
ence of acute infection the tearing open of spaces 
with forceps is unwise. The use of drainage tubes or 
other foreign material he regards as theoretically 
undesirable, but in practice he packs the incisions for 
the first twenty-four hours with paraffin gauze. The 
use of a tourniquet has its dangers. A dry sterile 
dressing not too frequently changed gives the best 
results in the period of resolution. During the 
treatment of a palmar infection it is important to 
keep the fingers partly flexed. When healing is com- 
plete, movements may be carried out with care under 
anesthesia. Page has seen considerable general 
improvement in the mobility of the hand result from 
the use of hot paraffin baths. In his experience, 
attempts at arthroplasty on the interphalangeal 
joints are disappointing. 

SANER believes that when there is evidence of 
inflammation and the constitutional disturbance is 
not excessive, the value of immobilization of the 
whole limb cannot be overestimated. The patient 
should be put to bed and large, hot boric acid fomen- 
tations should be applied. When the patient is ill 
out of all proportion to the local manifestations, no 
time should be lost in relieving the area of greatest 
tension by suitable incisions. In the hand and arm 
these should penetrate the deep fascia and can be 
well treated by Carrel’s method of intermittent 
irrigation. Page leaves the axilla untouched and 
does not excise the axillary glands. Serum, while of 
great benefit in cases of generalized infection, should 
not be relied upon to replace he operative and splint- 
ing methods of treatment. When pus has formed, 
it should be liberated by an incision to relieve the 
tension. Page is doubtful as to the value of drainage 
tubes and gauze packing. In cases of inflammation 
or suppuration at the base of the nail, superficial or 
deep, he removes the entire nail. 

Saner states that if there is infection of the ter- 
minal phalanx of a finger, an incision removing an 
area of skin should be made along the lateral aspects 
of the finger to the top of the nail bed. The phalanx 
itself may be removed wholly or in part, but he is not 
in favor of this as a primary measure. When the 
entire finger is involved, with sloughing of the tendon 
and general destruction, immediate amputation of 
the finger is indicated. When there is pus in the 
palm of the hand, an incision or incisions must be 
made to open up the entire areaofsuppuration. After 
any operative procedure for the evacuation of pus, 
= entire limb should be immobilized again on a 
splint. 

PSplints should not be discarded until all active 
spread of the condition has been arrested. During 
immobilization the wrist should be slightly ex- 
tended and the fingers in slight flexion. Very fre- 
quent dressings are inadvisable. 


MULLALLY confines his discussion of the technical 
details of treatment almost entirely to infections of 
the fingers. He believes that in the early and acute 
stages of a whitlow the patient should be confined to 
bed, and the affected hand should be placed at rest 
on a splint and slightly elevated. When pus is pres- 
ent, operation is imperative. In all such cases, a 
general anesthetic should be administered and a tour- 
niquet should be placed above the elbow until the 
wound is firmly bandaged. The incision should be 
made along the middle of the palmar surface and 
extended into the next segment so as to divide the 
palmar crease completely. The object is to divide 
whatever is acting as a band of constriction. In the 
finger the incision should be carried down to, but not 
into, the tendon sheath or periosteum unless these 
are involved. In the palm, the incision should divide 
the deep fascia. 

When the tendon sheath is found to be infected, 
it should be laid open at once. In the case of the 
middle three fingers it should be opened to its ter- 
mination in the palm, and in the case of the little 
finger, as far as the common sheath. If there is no 
pus at the juncture, nothing further should be done 
for the moment, but if pus is found in the common 
sheath, this sheath should be laid open as far as the 
anterior annular ligament. If the pus extends under 
the ligament, the ligament should be divided and the 
sheath opened up into the forearm. The wound 
should be washed with saline solution and packed 
with dry gauze, and the member firmly bandaged 
and immobilized on a splint. Morphine should be 
given freely during the next twenty-four hours. 
After that length of time the tight bandage put on to 
prevent bleeding should be cut. The dressing itself 
should not be disturbed for forty-eight hours, and 
then only the outer gauze should be changed. The 
packing should be left undisturbed for seventy-two 
hours. At the end of that time saline, eusol, or perox- 
ide baths may be instituted. 

HANDFIELD-JONES defines the limits of the thenar 
space, the distal forearm space, and the middle pal- 
mar space, describes the relation of the spaces to the 
tendons and to each other, and discusses the routes of 
infection of the spaces and the diagnosis. He states 
that in the treatment of infection the spaces must be 
opened and drained. The middle palmar space is 
drained by an incision along one of the three lum- 
brical canals leading into the space, namely, those of 
the little finger, the ring, and the middle finger. The 
canal chosen is the one which is most obviously 
affected. If none of the three call for attack, the 
best approach is through the little finger lumbrical 
canal. The incision is not extended higher than the 
middle flexion crease. The tendons are exposed and 
under them, following the lumbrical muscles, is 
thrust a pair of artery forceps. A rubber-tissue 
drain is inserted and general treatment is given. For 
drainage of the thenar space, an incision is made on 
the dorsum on the radial side of the index metacar- 
pal, corresponding in length to the shaft of that bone. 
The lower margin of the adductor transversus pol- 


] 
( 
( 
i 


1 
( 
i 
| 


or 


SURGICAL TECHNIQUE 463 


licis having been identified, a pair of artery forceps is 
directed around it to the palmar aspect of the mus- 
cle. This is not pushed in beyond the middle meta- 
carpal bone for fear of infecting the middle palmar 
space. The thenar space is then opened and drained 
in the usual way. 

Roserts believes that a general anesthetic and a 
tourniquet should be used in every case. An incision 
made close to the nail and continued down the sides 
oi the finger to within a short distance of the lower 
end of the phalanx provides perfect drainage by rais- 
ing an anterior flap and prevents damage to the 
nerve plexus in the pulp of the finger. Roberts pre- 
fers a dressing of paraffin and flavine. He objects to 
the use of fomentations for longer than forty-eight 
hours. If the case is not seen until after that length 
of time, he does not amputate the necrosed phalanx 
at once, as often it will recover with the loss of a 
superficial sequestrum only. He believes that in 
cases of streptococcal lymphangeitis, no incision 
shou'd be made at first, but moist heat and hot con- 
tinuous baths should be tried. When the entire arm 
is swollen, he recommends the old-fashioned poultice 
applied from the shoulder to the wrist. On the 
actua lesion on the finger or hand, a boric fomenta- 
tion may be applied. He recommends the flexed 
position of the hand in affections of the palmar sur- 
face, but states that when the dorsal tendons are 
involved, the extended position is best. He protests 
against the long median incision in infections of the 
tendon sheaths as this leads to prolapse of the tendon 
and a stiff finger. Lateral incisions not passing over 
the joints give adequate drainage and are less often 
followed by permanent stiffness. Early movement 
is of great importance. Emit C. RopitsHek, M.D. 


ANZSTHESIA 


Luckhardt, A. B., and Lewis, D.: Ethylene-Oxygen 
Anzesthesia. J. Am. Ass., 1923, Ixxxi, 1851. 


In 800 cases of various types in which ethylene 
was tried it was found superior to other anesthetics 
in present use. It is given with oxygen in the pro- 
portion of about 10 to 1. Its advantages are sum- 
marized as follows: 

1. The induction of anesthesia is rapid, quiet, 
and not unpleasant. 

2. During the period of anesthesia there is good 
relaxation without cyanosis. 

3. It is very seldom necessary to resort to ether 
because of muscular rigidity. 

4. There is no sweating or respiratory irritation, 
a circumstance decreasing the chance of postopera- 
tive pulmonary complications. 

5. Recovery usually occurs within two minutes, 
the patient in that time becoming mentally alert. 

6. Vomiting is less frequent and less severe than 
after ether anesthesia. 

7. As ethylene has a less toxic action on the neuro- 
musculature of the bowel, it is less apt to cause gas 
pains than ether. 

The minor disadvantages of etliylene are its un- 
pleasant odor and the fact that it is responsible 
perhaps for increased oozing from the wound. Its 
chief defect is its high explosibility which prohibits 
its use near a cautery, free flame, or the source of 
electrical discharges. However, in view of its ad- 
vantages, the authors believe it has a very definite 
place as a general anesthetic and is worthy of se- 
rious consideration and thorough trial. 

GeorcE R. McAututrr, M.D. 


{ 
al 
of 
to 
st 

a 
r- 
ne 
id 
le 
ot 
se 
le 
d, 

r- 
le 
0 
e 
n 
1e 
r 
f 
] 
1 
r 
1 


PHYSICO-CHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Failla, G., and Quimby, E. H.: The Economics of 
Dosimetry in Radiotherapy. Am. J. Roent- 
genol., 1923, X, 944. 

The authors report experimental data which will 
enable the roentgenologist to determine the relative 
amount of radiation at any tissue depth and to ad- 
minister it in the most economical way. The object 
of the experiments was to obtain distribution charts 
for different target-skin distances, filters, and 
diaphragms by means of ionization measurements. 
The equipment and technique used and the precau- 
tions taken in making the measurements are dis- 
cussed at length. The data obtained led to the fol- 
lowing generalizations: 

1. The effect of the size of the field on the radia- 
tion effective at any particular tissue depth is the 
same for all filters and all distances used in practice. 

2. The effect of the filter on radiation at any par- 
ticular tissue depth is the same for all skin areas and 
all distances used in practice. 

3. If all the dosage factors except the target-skin 
distance are the same, the relative depth doses de- 
pend only on the inverse square law. 

4. For purposes of skin dosage in roentgenother- 
apy, the inverse square law is applicable, provided 
the same beam of radiation is effective at the dif- 
ferent distances considered. 

An empirical equation was developed for the cal- 
culation of the amount of radiation effective at any 
tissue depth (including the surface) under different 
conditions of treatment. 

Tables and charts of the factors involved are given 
for a voltage of 200 kv. (crest value) and a typical 
American machine. 

From the data available in the literature it is 
shown that these factors can be used by roentgeno- 
logists using machines of this type without introduc- 
ing a large error in the calculations. 

“Efficiency charts” for a number of conditions of 
treatment are given. They enable the roentgeno- 
logist to determine the most economical filter and 
target-skin distance for any particular treatment. 

The charts may be employed also for other pur- 
poses, such as the determination of the percentage 
depth dose, the number of ports of entry necessary 
to obtain the desired depth dose, etc. 

Examples are worked out to illustrate the use of 
the equation and the charts. 

The limits of applicability of the generalizations, 
the equation, and the charts are definitely set forth. 
The data given extend only slightly beyond the 
ranges used in the experiments, so that no large 
errors are introduced by the extra-polations. In the 
authors’ opinion, no error greater than 5 per cent 


plus or minus will result from the judicious use of 
their data by American roentgenologists. 

The results are independent of milliampere- 
minutes. HarTune, M.D. 


Dessauer, F.: The Cause of the Action of the X- 
Rays and the Gamma Rays of Radium upon 
Living Cells. J. Radiol., 1923, iv, 411. 


The nature of the energy produced by the roent- 
gen-ray tube is well known as are also the histological 
changes which such energy produces, but the man- 
ner in which the one affects the other is still a matter 
of uncertainty. On the other hand, considerable is 
known regarding the transformation which occurs 
during the absorption of roentgen rays in gases. The 
absorbed rays liberate electrons, in the kinetic en- 
ergy of which all the energy of the roentgen rays is 
completely recovered. Ionization of the gas occurs 
and eventually the ions recombine. 

Experimentally it has not been possible to prove 
that the disintegration of roentgen rays in tissue 
occurs in a similar manner. Biological experiments 
suggest that the effect of the roentgen rays is due to 
the formation of electrons. To date, results do not 
prove that the process of roentgen-ray transforma- 
tion occurs through the electrolytic changes in tissue 
by means of electrons and stable ionization. 

A possible explanation suggested by the author, 
which is supported by a number of observations, is 
based on the fact that the formation and recombina- 
tion of ions by the absorption of roentgen rays must 
be combined with kinetic effects. The impulse 
which reaches the cell molecules i considerable, both 
for the molecules first bombarded and for those 
struck afterwards. These impacts, the sum total of 
which is a large amount of kinetic energy in a very 
small space, may be regarded as a considerable rise 
of temperature in this very small space, which must 
take place because the consequent dispersion of the 
heat at sinking temperature will naturally require 
a certain lapse of time. Undoubtedly all of the 
absorbed energy of the rays is converted into heat, 
that is, kinetic energy of the particles of the heated 
space. The total heat produced, as previously cal- 
culated, is exceedingly small, but heat is regarded as 
distributed over all the molecules of the heated space. 
The active effect is at every moment confined to a 
very few molecules and groups of molecules. ‘The 
term “ point-heat”’ is used to signify a very high rise 
of temperature that suddenly comes into a molecule 
and into the adjacent cells. Sensitive undifferen- 
tiated cells undergoing mitosis are damaged when 
‘*point-heat”’ is developed in their nuclei. Growing 
processes are very sensitive to heat and cold. 

One of two assumptions of especial importance for 
the author’s theory is that ‘point-heat”’ effect is 
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limited to points at which the electron loses a part 
of its kinetic energy by impact. If at these points 
there are sensitive cells, in critical states which can- 
not endure the temperature impacts upon a part of 
their molecules these cells will suffer. Cells with a 
higher resistance, such as muscle cells, will be able to 
resist. Therefore, the sensitiveness is a purely bio- 
logical quality. 

The other assumption of especial importance in the 
author’s theory is that the particles struck will be 
distributed very irregularly throughout the irra- 
diated zone, according to the laws of probability. 
If cells of one type that ought to be influenced (car- 
cinoma cells, for instance) are distributed evenly in 
the irradiated zone, it appears probable that during 
sustained radiation the number of carcinoma cells 
affected will increase. Very soon many of them will 
be struck for the second or third or greater number 
of times, whereas others will not have received the 
first impact. The number of carcinoma cells not 
struck once will decrease as the radiation proceeds, 
but the rate of decrease becomes slower and slower, 
whereas the number of cells struck a number of times 
willincrease. Necessarily, after prolonged radiation, 
when the average effect has been obtained, most of 
the carcinoma cells will have been struck several 
times and others a hundred or a thousand times, yet 
a few cells must remain which have not been struck 
once. 

This ‘“‘point-heat” theory that after sufficient 
irradiation of practically similar cells of nea ly equal 
sensitiveness the majority have been destroyed and 
many others severely damaged while others have not 
been influenced is proved by experience. With pro- 
longed over-dosage the number of unaffected cells 
is reduced but they do not disappear altogether and 
careful experiments have frequently shown this very 
surprising fact. 

The author attempts to explain the action of 
rays of different hardness in the light of this “‘ point- 
heat” theory. A new explanation offered for the 
so-called ‘‘stimulation”’ effect of irradiation is based 
on the injury of a correspondingly small rumber of 
cells, to which the body reacts by compensating or 
overcompensating. | Dessauer advances his theory 
without calculations and experimental examination, 
but hopes that its publication will stimulate at- 
tempts to disprove it or to establish it as a working 
hypothesis. Hartunc, M.D. 


Seitz, L.: Do the Roentgen Rays Have a Local or 
General Action? (Lokale oder allgemeine Wirkung 
der Roentgenstrahlen?) Strahlentherapic, 1923, xv, 
436. 


The influence of the gamma rays of radium and 
the roentgen rays on malignant cells is exerted, first, 
by the action of the rays on the cells themselves, and 
second, indirectly by way of connective tissue cells 
and body fluids or through the glands of internal 
secretion. Both influences will always be present, 
but for the progress of science it is of great impor- 
tance to know which of the two predominates. 
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In every case treated, a choice must be made be- 
tween two forms of dosage for a definite variety of 
cells: (1) the dose which stimulates function, which 
is obtained with smaller quantities of the rays, and 
(2) the dose which checks function, which is obtained 
by larger quantities of the rays. This conception is 
based on isolated living cells of the animal body, ova, 
spermatozoa, etc. The changes in the carcinoma 
cell which always appear before any others indicate 
that the direct influence of the roentgen rays is of 
chief importance in the destruction of the cells. 

It is therefore necessary to determine the dose 
which causes direct injury to the nucleus and the 
cell. Experience shows that for carcinoma of the 
uterus this is from 90 to 110 per cent of the skin 
erythema dose. For other carcinomata the dose 
must be determined on the basis of experience, but 
in the meantime the dose determined by Seitz and 
Wintz for carcinoma of the uterus may be used. 

(G). 


Little, C. C., and Bagg, H. J.: The Occurrence of 
Two Heritable Types of Abnormality Among 
the Descendants of X-Rayed Mice. Am. J. 
Roentgenol., 1923, X, 975. 


The authors review the work done by other inves- 
tigators in an attempt to modify the germ plasm 
with the roentgen rays. They themselves irradiated 
adult mice to determine the effects of such treat- 
ment on their descendants. Mice were chosen as 
the experimental animals because their hereditary 
behavior is known and has been carefully recorded. 
The history of the stock of mice used as well as that 
of the individual mouse is given. The fact that no 
such abnormalities as those observed appeared in the 
stock either before treatment with the roentgen rays 
or in the 2,000 control animals from the same stock 
constitutes strong evidence that the roentgen rays 
were the agent that brought about the changes caus- 
ing the abnormalities. These abnormalities are 
described in detail and illustrated. 

The results of the experiments and the conclusions 
drawn from them are summarized as follows: 

1. Abnormalities of the eyes and feet first ap- 
peared among the second and third generation 
descendants of mice which as adults were given one- 
fifth of a human erythema dose of roentgen rays on 
each of five successive days. 

2. The first young were obtained from treated 
animals as late as ten weeks after the treatment. 
Therefore the absence of intra-uterine effects was 
assured. 

3. The eye abnormality is inherited as a mende- 
lian recessive character. 

4. The foot abnormality is also inherited, but as 
yet the exact nature of its inheritance has not been 
worked out. 

5. The fact of the appearance of these abnormal- 
ities, the clear lesions involved in their somatic 
expression, their absence from the control animals, 
and the work of other investigators who have used 
the physical agents lead to the belief that the roent- 
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gen-ray treatment has a causative effect upon their 
production. 

6. This effect appears to be of the nature of a 
direct effect on the germ cells themselves. 

7. The experiments here recorded indicate the 
necessity for extreme caution in the use of the radium 
or roentgen ray in the treatment of persons who may 
become parents after they have been treated. 

Hartuns, M.D. 


Hickey, P. M., and Warthin, A. S.: Roentgeno- 
logical-Pathological Conferences. J. Radiol., 
1923, iv, 416. 

The purpose of this article is to promote coopera- 
tion between the roentgenologist and pathologist. 
The conclusions drawn by the roentgenologist con- 
fronted with the varied problems presented in a 
general diagnostic roentgen-ray laboratory are of 
great or little value depending upon whether or not 
they are based upon proper concepts of pathology. 

At the University of Michigan there is held every 
Friday afternoon during the school year a pathologic 
conference in which the clinicians and roentgenolo- 
gists give their clinical diagnoses, the pathologist 
gives the macroscopic and microscopic findings, and 
the correlation between the clinical symptoms as 
shown by the method of physical examination and 
by the roentgen-ray is reviewed and commented 
upon in the light of autopsy data. The advantages 
of such a weekly conference are, first, that it stimu- 
lates careful and precise work, and second, that it 
provides the opportunity to clarify the data of com- 
plex cases or to profit by mistakes. 

The authors give in detail the histories of six 
cases to illustrate the method and to emphasize the 
practical value of such cooperation between the 
clinics and the pathological laboratory. In conclu- 
sion they state their belief that such correlative 
studies of roentgen-ray plates and autopsy data are 
essential to the scientific advancement of roentgeno- 
logical interpretation. Hartune, M.D. 


Warren, S. L., and Whipple, G. H.: Roentgen- 
Ray Intoxication. I. Bacterial Invasion of the 
Blood Stream as Influenced by X-Ray Destruc- 
tion of the Mucosal Epithelium of the Small 
Intestine. II. The Cumulative Effect or Sum- 
mation of X-Ray Exposures Given at Varying 
Intervals. III. The Path of a Beam of Hard 
Rays in the Living Organism. IV. Intestinal 
Lesions and Acute Intoxication Produced by 
Radiation in a Variety of Animals. J. Exper. 
Med., 1923, Xxxviii, 713, 725, 731, 741. 

‘The experiments reported were carried out with 
from 85 to 95 kilovolts, 8 ma., a 2-mm. aluminum 
filter, and a focal skin distance of 25 cm. It required 
about 320 ma.-min. to administer the maximum sub- 
lethal dose to a dog by radiation over the abdomen. 
The skin erythema dose was about 100 ma.-min. 

Such a dose of radiation in normal dogs will usually 
cause death on the fourth day. The intoxication 
resembled the clinical picture seen in intestinal 
obstruction. At necropsy the epithelial covering of 


the small intestine was found completely destroyed, 
Advantage was taken of this specific action upon the 
intestinal epithelium to study bacterial invasion of 
the blood stream and some of the physiological prop- 
erties of the rays. 

Although empty crypts and naked villi were ex- 
posed to swarms of bacteria, there was a striking 
lack of invasion of the blood, lymph, and tissues, 
During the fourth day there was evidence of invasion 
and dissemination but not more than in severe intox- 
ications without intestinal desquamation which lead 
to coma and death. The conclusion reached was 
that the intestinal epithelium is not the all-impor- 
tant barrier protecting the tissues from invasion by 
intestinal bacteria. 

A maximum sublethal dose caused the same 
amount of mucosal destruction and clinical intoxica- 
tion, whether it was given in a single large dose or in 
smaller, repeated doses administered within a six- 
day period. Fractional doses given at six-day or 
longer intervals showed no evidence of summation 
but rather a suggestion of tolerance. 

By controlling the portals of entry of these hard 
rays by means of impervious screens, it was found 
that the rays causing the destruction of the intes- 
tinal epithelium traveled in straight lines through the 
living tissue. The character of a deep ulcer could be 
accurately predicted on the basis of a knowledge of 
the size and form of the beam of rays and the appear- 
ance of the skin burn. Transition from necrotic to 
normal mucosa did not occupy more than 2 or 3 mm. 
This would indicate that reflection or refraction is 
negligible and that for therapeutic purposes second- 
ary radiation beyond the direct pathway may be 
ignored. 

Practically the same clinical and pathological pic- 
ture was produced in other common laboratory 
animals. The rat and guinea pig were slightly more 
sensitive to the X-rays than the dog, cat, and rabbit. 
Birds, frogs, and reptiles were more resistant, tol- 
erating two or three doses of radiation which was 
lethal for dogs. Cuartes H. Heacock, M.D. 


Sielmann, H.: Investigations on the Effect of the 
X-Rays upon the Metabolism of Calcium 
Chloride and Its Relationship to the Treatment 
of X-Ray Intoxication (Untersuchungen ucber 
den Einfluss der Roentgenstrahlen auf den Koch- 
salzstoffwechsel und seine Beziehungen zur Therapie 
des “Roentgenkaters”). Strahlentherapie, 1923, xv, 
458. 


The X-rays produce a disturbance in the metab- 
olism of salt in the organism, inasmuch as an in- 
creased elimination of salt and of urine occurs. In 
animal experiments the sodium chloride content of 
the skin and the liver diminished abruptly after 
irradiation. The intoxication from X-rays could be 
controlled in almost every case by the administration 
of sodium chloride. 

For this purpose the author uses 1.0 gm. of 
powdered sodium chloride with menthol valeri- 
anate in gelatin capsules. Three capsules are given 
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before and three immediately after the irradiation. 
In severe cases of intoxication from the X-rays, 10 
ccm. of a 10 per cent sterile solution of sodium 
chloride may be injected intravenously. 

These experiments will probably result in added 
therapeutic effectiveness of the X-rays in diseases 
in which the elimination of sodium chloride is de- 
ficient. ToBLER (Z). 


Desjardins, A. U.: Protection Against Radiation. 
Radiology, 1923, i, 221. 

The potential danger from roentgen rays varies 
according to whether they are employed for diag- 
nosis (roentgenography and roentgenoscopy) or for 
treatment (roentgen therapy). This is due, not to 
any essential difference in the nature of the rays 
themselves, but to differences in the conditions under 
which they are used. 

When the roentgen rays are employed for diagno- 
sis they must be relatively soft, such as those gen- 
erated at transformer voltages of from 40,000 to 
60,000 volts. The rays produced at such voltages 
are in large measure absorbed in the superficial tis- 
sues, and a relatively short exposure will produce 
irritation or more serious effects in the skin. The 
latitude of permissible exposure at a given voltage 
varies with the amount of current (milliamperes) 
and with the distance between the tube focal spot 
and the skin. 

In roentgenoscopy the same range of voltage is 
used with a much smaller amount of current (3 to 
7ma.). The allowable range of exposure is therefore 
much greater than in roentgenography, in which the 
current employed varies from 20 to 100 ma. In 
roentgenography the only possible danger to the 
patient, aside from electrical shock, is overexposure. 
This is usually the result of making too many 
plates of the same part in a given period of time and 
seldom occurs when the examinations are made by 
experienced roentgenologists. The preparation and 
constant use of a maximal exposure chart giving the 
number of plates which may be made at one time 
under given conditions is a valuable precaution. In 
roentgenoscopy the roentgenologist must train him- 
self to keep the total exposure time within safe 
limits, taking into consideration the exposure time 
necessary in case serial roentgenograms are to be 
made of the same region. 

In roentgenotherapy, radiodermatitis is not so 
commonly accidental. In the resistant types of 
malignancy it is often necessary to give the maximal 
dose permissible, and since the skin varies somewhat 
in sensitiveness, there is more or less marked reaction 
in certain cases. It is wise to explain this to the 
patient before treatment. The use of Dodd’s lotion 
will often prevent radiodermatitis. 

Severe radiodermatitis involving the entire cuta- 
neous layer and occasionally the subcutaneous layer 
is usually the result of gross error in technique. Close 
supervision of all details of the treatment should 
entirely prevent the occurrence of such unfortunate 
sequela. 


The state of the blood in a given case should be 
known by the radiologist and should be given due 
consideration in the decision as to the details of 
treatment. The systemic reaction which commonly 
follows treatment with the more penetrating roent- 
gen rays may sometimes assume serious proportions. 
Clinical judgment based on experience and careful 
observation of the patient must determine the inten- 
sity of treatment permissible in the individual case. 

The danger to the roentgenographer in exposure to 
the X-rays lies in the possible effect on the cellular 
elements of the blood and the genital glands. In 
roentgenoscopy repeated exposure to small doses may 
cause cutaneous lesions. Because of this danger an 
apron of tested lead rubber and long lead rubber 
gloves should be worn. To diminish the exposure of 
the skin of the face, the fluorescent screen itself 
should be covered by lead glass. Blood changes often 
attributed to X-rays may be due to the poor ventila- 
tion so common in rooms used for radiology or to the 
confined sedentary life led by many radiologists. 
In roentgenotherapy, especially since the advent of 
so-called high-voltage X-ray treatment, the question 
of protection has been in rather sharp focus. Little 
is definitely known as to what constitutes adequate 
protection. In this connection the author reports a 
series of experiments conducted in his laboratory to 
determine the thickness of lead protection necessary 
at various voltages as well as under certain con- 
ditions of scattered radiation. The results indicate 
that lead % in. thick, forming a side booth, affords a 
high degree of protection against rays of 135 kv. 
(peak). Ventilation of rooms used for roentgen 
therapy is of the utmost importance for the patient as 
well as the personnel of the treatment room. There 
is no question that the gases given off by the generat- 
ing apparatus and through corona along the con- 
ductors have some bearing on the incidence and 
severity of radiation sickness. . 

In the use of radium the potential and actual dan- 
ger is greater because of the greater penetration of a 
portion of its rays and because the form in which it is 
available brings it into closer relationship to the 
persons concerned in its administration. Local 
cutaneous changes begin usually in the fingers with 
gradual loss of sensory acuity followed by drying 
and cracking of the skin and nails. Sterility and 
blood changes may be later results. The persons 
giving the treatment should be thoroughly instructed 
with regard to the possible dangers. All capsules 
containing radium should be manipulated with long 
forceps, and all procedures studied to provide max- 
imum protection. The cultivation of an outdoor 
hobby is of special importance to persons exposed to 
radiation. F. A. Forp, M.D. 


Pels-Leusden: Roentgen-Ray Ulcers, Especially 
Their Surgical Treatment (Ueber Roentgenge- 
schwuere, besonders ihre chirurgische Behandlung). 
Med. Klin., 1923, xix, 1181. 


The author reports a series of cases of severe X-ray 
burns and late injuries, and suggests that there may 
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be a certain hypersensitiveness to the roentgen ray 
as there is to other types of rays. 

The ulcer should be excised by an incision made 
around it in healthy tissue, and the area then cov- 
ered with a flap. In the stage of granulation the 
defect should be covered according to the Thiersch 
technique. So-called X-ray indurations which may 
ulcerate should be excised before they break 
down. 

Emphasis is placed upon the fact that those who 
use the roentgen-rays should have thorough training 
and should be sure that irradiation is indicated. Old 
recognized procedures should be abandoned only 
when roentgen therapy will certainly give better 
results or the patient demands X-ray treatment. 

GRASHEY (Z). 


Bumm: Roentgen Carcinoma in the Female 
(Ueber Roentgencarcinome bei der Frau). Ztschr. 
f. Geburtsh. u.Gynaek., 1923, \xxxvi, 445. 

Among too cases of cancroid developing on the 
basis of a roentgen-ray dermatitis, which were col- 
lected by Lazarus, there were only four in which 
the condition followed therapeutic exposure to the 
rays. 

Bumm reports the case of a 61-year-old woman who, 
after having been treated for pruritis vulve over a 
period of eight years by the usual methods, was 
given roentgen treatments lasting from ten to twelve 
minutes every two or three weeks for a year and 
three months and, on four occasions, radium treat- 
ment. ‘Two years later a roentgen burn was discov- 
ered. One year later she was admitted to Bumm’s 
clinic. 

The region surrounding the external genitalia had 
been transformed into a red, ulcerating surface with 
areas of necrosis. In the right groin was an ulcer 
the size of a silver dollar, which microscopic exam- 
ination showed to be a diffuse scirrhous squamous- 
cell epithelioma. The diseased skin area and the 
right inguinal glands were excised. During the fol- 
lowing nine months there were two recurrences. 
These were excised. Three months after the last 
operation an inoperable recurrence developed in the 
left inguinal glands. 

The conclusions drawn from this case are that 
great caution is necessary in the application of the 
roentgen rays to the external genitalia, and that if 
burning of the skin occurs, excision of the injured 
part must not be delayed too long. After from three 
to six months, as soon as the roentgen necrosis is 
well demarcated from the deep structures, the in- 
jured skin may be excised without danger of the 
formation of further areas of necrosis. The ex- 
cision must be carried well into healthy tissue. The 
defect may be covered with skin from adjacent 
parts. 

A question still to be answered is whether expo- 
sure of the mucous membranes of the genitalia to the 
roentgen rays may set up a condition of chronic 
irritation favoring cancerous degeneration. Sip- 
pel has reported one case which appears to answer 


this question in the affirmative, and the author 
reports six others. The author’s patients were 
women between 48 and 57 years of age who re- 
ceived roentgen treatment for myoma or hamor- 
rhage at the menopause. One to four years later, car- 
cinoma of: the uterus appeared. There are three 
possibilities to explain this sequence: (1) chance 
coincidence of myoma and carcinoma; (2) unrecog- 
nized carcinoma of the body of the uterus present in 
an early stage before exposure to the rays; (3) the 
establishment of a chronic irritation in the mucous 
membrane and musculature by the roentgen treat- 
ment. The marked infiltration of cells, which was 
observed in almost all of the cases, suggests the last- 
mentioned as the most probable cause. 

The author has learned also of a case in which a 
sarcoma of the ovary developed following roentgen 
treatment. 

In the discussion of this paper MACKENRopT 
reported two similar cases of patients who were ex- 
posed to the roentgen rays for myoma, and between 
nine months and one year later returned with car- 
cinoma. He holds the treatment responsible for the 
malignant degeneration. 

BROESE reported a case in which a myoma retro- 
gressed following radium and roentgen treatment 
but the patient died two years later of carcinoma of 
the right ovary. 

STRASSMANN pointed out that it is not infrequent 
for a carcinoma to develop on the basis of an old 
pruritis; that about 20 per cent of uterine myomata 
contain the anlage of sarcoma; that even operation 
for myoma does not ensure against carcinoma; and 
that the incidence of carcinoma of the stump fol- 
lowing amputation is as high as 5 per cent. 

MEYER called attention to the fact that in the 
case reported by Bumm, carcinoma developed only 
in the region of the typical roentgen ulcer, particu- 
larly on the margin, the rest of the vulva and the 
surrounding structures remaining free. 

BRUENNER (G). 


Fricke, R. E.: Possibilities of Deep X-Ray Therapy. 
Therap. Gaz., 1924, 3 Ss. xl, 10. 


The X-rays of short wave length have a marked 
lethal effect on malignant cells and cause a prolifera- 
tion of connective tissue. This effect is partially 
offset by atrophy of the skin and bone, necrosis of 
muscle, and destruction of lung substance consequent 
upon repeated radiations. 

The author compares radium to a rifle of small 
bore used with a high explosive, this causing great 
penetration. The X-ray he compares to the less 
potent shotgun which riddles the target and spends 
itself in superficial destruction. 

Lack of accurate or practical instruments to 
measure dosage and variations in the output of the 
apparatus are other factors limiting deep X-ray 
therapy. However, when large amounts of radium 
are not available, or large areas are to be treated, it 
offers great promise of benefit. 

Cartes H. Heacock, M.D. 


an 


S 

ir 

e 

t! 

b 

a 

t 

: p 

is 

€ 

t 

a 

t 

( 

I 


RADIUM 


Simpson, F. E.: Recent Developments in Radium 
Therapy. Jilinois M. J., 1923, xliv, 327. 


One of the most important recent developments 
in radium therapy consists in the use of radium 
emanation instead of the radium itself. Radium 
emanation is a gas extracted from radium solu- 
tion. When this is confined in a tube it can be 
used in the same way as radium, due allowance 
being made for its decay. 

The chief advantages of emanation over radium 
are summarized as follows: 

1. The danger of losing the radium is obviated. 

2. A very large dose may be concentrated in a 
very small space. 

3. Minute glass spicules containing the emana- 
tion may be buried in the tissue. 

The advantages of the tiny glass spicules or am- 
poules have proved so great that the treatment of 
certain tumors has been revolutionized. Traumatism 
is minimized, the soft beta rays rendered available are 
effective in the cancer tissue, and the dosage is exact. 

The two principal methods of radium therapy are 
the burying of emanation and the use of very large 
quantities of radium at a distance from the tumor— 
the so-called “‘distance method.” The experiments 
made by Bagg demonstrated that when the intra- 
tumoral method is employed, from 14 to 1 me. of 
emanation in each ampoule is sufficient. The best 
results from distance radiation require at least 1,000 
mgm. of radium or 1,000 mc. of emanation. 

Too small quantities of radium, insufficient equip- 
ment, and incorrect technique are responsible for 
some of the present unpopularity of radium therapy. 
It has been difficult to convince physicians that large, 
deep tumors may be destroyed with radium, but it is 
easy to demonstrate this if the quantity of radium is 
sufficient and the distance from the radium to the 
tumor is increased. When these two conditions ob- 
tain, any portion of the body may be irradiated with 
sufficient dosage to destroy tumor tissue. The author 
believes that the use of 1,000 mc. or more in selected 
cases of carcinoma of the cervix is attended with far 
better results than the use of 50 or 100 me. for a 
longer time. As radium rays are approximately four 
times as penetrating as the hardest X-rays, more 
intense deep effects can be obtained with radium 
than with the X-ray. Tests of penetrability with 
metal have shown that radium rays are also thirty 
times as penetrating as the X-ray. 

Because of the injurious effect of radium rays on 
the blood as a whole, a special apparatus has been 
designed in which the radium is surrounded with a 
metal screen so that the radiation is given in only the 
area desired. This apparatus is suspended above the 
bed and adjusted. 

In conclusion Simpson states that radium seems 
to be encroaching upon the surgeon’s field. Recently, 
Quick advanced the opinion that in the treatment of 
primary lesions of intra-oral carcinoma, radium is 
preferable to surgery. 


PHYSICO-CHEMICAL METHODS IN SURGERY 469 


Simpson especially emphasizes the importance of 
having large amounts of radium available and using 
ampoules of emanation. He concludes that, when 
possible, ampoules should be inserted into the tu- 
mor and that when this is impossible large amounts 
should be used at a distance. 

A. James Larkin, M.D. 


Mottram, J. C., and Cramer, W.: On the General 
Effects of Exposure to Radium on Metabolism 
and Tumor Growth in the Rat and the Special 
Effects on the Testis and Pituitary. Quart. J. 
Exper. Physiol., 1923, xiii, 209. 

When young male rats are subjected to small doses 
of radium over long periods of time they rapidly 
become very obese and the testes show intense 
atrophy of the seminiferous tubules with hyper- 
trophy of the interstitial cells. The pituitary gland 
shows changes in all three parts. Analysis of these 
phenomena led to the following conclusions: 

The primary effect is the atrophy of the tubules. 
The shrinkage allows the interstitial cells to hyper- 
trophy. A comparison with the effect of castration 
shows that the elimination of the functional activity 
of the seminal epithelium does not lead to obesity, 
but only to certain changes in the anterior portion 
of the pituitary gland. The obesity is the direct 
or indirect result of the hypertrophy of the inter- 
stitial cells which leads also to changes in the inter- 
mediate and posterior portions of the pituitary 
gland. 

The spermatogenic and the interstitial tissue of the 
testes have two distinct and independent effects 
on the organism. Those of the interstitial tissue ‘are 
the most profound. Even in the absence of the 
spermatogenic tissue, the interstitial furnishes an 
internal secretion which causes definite changes in 
the intermediate and nervous portions of the pitui- 
tary gland and, through this gland and possibly also 
some other endocrine glands, aflects the metabolism. 
These effects on endocrine organs and metabolism 
represent probably the actual basis of the general 
changes stated by Steinach to occur after the im- 
plantation of testicular substance tissue and, when 
induced in a senile organism, are described vaguely 
as ‘‘rejuvenescence.”’ 

The author discusses the interrelationship of 
obesity and sterility and the pathogenesis of dys- 
trophia adiposogenitalis. 

Resection of the vasa deferentia causes no very 
obvious changes in the testes or pituitary gland and 
is not followed by obesity. 

Rats which have been rendered obese by exposure 
to radium are more resistant to the growth of trans- 
planted tumors. A. James Larkin, M.D. 


MISCELLANEOUS 


Granger, F. B.: Physiotherapy. Med. Clin. N. Am., 
1923, Vii, 1019. 


In the Boston City Hospital the conditions treated 
by physiotherapy include peripheral facial paralysis, 
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stiff and painful shoulder, delayed or non-union of 
bone, and hypertrophic arthritis. 

Peripheral facial paralysis may occur after refriger- 
ation (probably as a result of infection), or may 
follow operation (for mastoiditis) or trauma (skull 
fracture). The treatment depends upon the char- 
acter of the pain and the degree of degeneration. 
When there is much pain, positive galvanism is used 
for its sedative effect, but if the pain is slight the 
negative pole is used for stimulation. The type of 
stimulation depends on the degree and the duration 
of the degeneration. During the first ten days, 
interrupted galvanism is used, the positive pole 
when there is complete reaction of degeneration, 
and the negative pole when there is incomplete 
reaction of degeneration. Radiant heat or diathermy 
and re-educational exercises are also employed. In 
the use of the galvanic current care is taken to 
prevent tiring the muscles. 

Stiff and painful shoulder includes bursitis, 
arthritis, muscle tire or stretch, and adhesions. 


An X-ray examination is made to determine the 
cause. The treatment aims at reducing spasm, 
absorbing calcareous deposits such as those occur- 
ring in bursitis, substituting an active for a passive 
hyperemia, and stretching adhesions. Heat is used 
in the form of radiant heat or diathermy. Ionization 
has been shown by experience to aid in softening 
adhesions. Muscular relaxation and stretching up 
to the point of toleration are obtained by massage. 

In delayed or non-union of bone, diathermy has 
induced bony union in 80 per cent of the cases in 
which proper fixation was secured. 

In hypertrophic arthritis fairly permanent relief 
from pain and stiffness may be expected even though 
the X-ray findings remain unchanged. Medical 
diathermy and ionization of sodium salicylate, of 
sodium chloride, and of water charged with radium 
emanation are used. 

The author gives in detail the technique for each 
of the methods of treatment mentioned. 

LLEWELLYN R. Lewis, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Knox, R.: Some Aspects of the Cancer Problem. 
Am. J. Roentgenol., 1924, xi, 1. 


Although penetrating radiations which will reach 
practically any depth of tissue are possible and the 
so-called “lethal dose” for cancer, sarcoma, tuber- 
cle, and most of the normal tissues has been deter- 
mined, the constant and certain cure of cancer by 
radiotherapy is not an established fact. The effect 
is controlled not only by the particular type of the 
tumor, but also by its condition or stage of progress 
at the time it receives the radiations, by the surround- 
ing tissues, and by the patient’s general condition. 

Biological response must become one of the factors 
of dosage and will always be the determining factor. 
To determine the nature of that response, close 
observation and systematic examination of large 
numbers of patients who have received measured 
doses are necessary. Careful analysis of all the fac- 
tors at work in favorable cases should lead to a cor- 
rect estimation of the probability of effecting a cure 
in cases suitable for radiotherapy. 

Biological processes set going by radiations appear 
to continue after the cessation of treatment, and 
if such radiations are repeated at proper intervals 
the action may be carried on over a long period of 
time with relatively satisfactory results. The effect 
in these cases is due undoubtedly to a summation of 
dosage, one or more lethal doses being administered 
in the course of several days or weeks. 

The active agent in the production of therapeutic 
effects is the radiation absorbed by the tissues. The 
question of wave length is of importance in this con- 
nection because upon it in large measure depends the 
number of rays reaching tissues at different depths 
below the surface. The most suitable wave length 
for general use is that which is absorbed in the tissues 
undergoing treatment. 

The question of the duration of the exposure is also 
of importance. A method of treatment which may 
so severely damage the normal tissues that further 
treatment cannot be given for six or eight weeks is 
unscientific, and is particularly undesirable if the 
desired effects can be obtained by any other means. 

The author attempted to obtain continuous action 
by giving frequent small doses daily, every other 
day, or at longer intervals according to the effect 
observed. A large number of patients were treated 
by this technique and some of them received a dose 
of twenty to thirty or even forty hours’ exposure, 
spread over several weeks or months. The results 
ina number of cases were very encouraging. Patients 
with blood diseases, lymphadenoma, sarcoma, and 
carcinoma were treated in this way. In a number of 


cases it was possible to obtain with much less risk a 
curative effect equal to or better than that claimed 
for the lethal dose at one sitting. 

Hartune, M.D. 


Kotzareff, A., and Weyl, L.: The Selective Fixa- 
tion of Radium Colloidal Substances upon 
Embryonic and Neoplastic Cells and Its Im- 
portance in the Diagnosis and Treatment of 
Cancer (La fixation élective des substances radium- 
colloidales par les cellules jeunes et néoplastiques; son 
importance dans le diagnostic et le traitement du 
cancer). Presse méd., Par., 1923, XXXi, 925. 


It is well known that certain substances, when 
introduced into the blood stream, become fixed to 
certain cells. In this article the authors report the 
results of a study of the selective action or fixation 
upon embryonic and cancer cells of colloidal solu- 
tions to which radium emanation has been attached. 

The amount used was from 1 to 10 c.cm. of solu- 
ig which about 20 mc. of emanation had been 
fixed. 

To demonstrate the fixation of embryonic cells a 
pregnant guinea pig was used. The solution was 
injected intravenously. Photographic plates were 
made at once and again a few hours later. In the 
former the cavities of the heart were seen and in 
the latter an exact outline of the fetuses. 

To demonstrate the fixation of cancer cells an 
intravenous injection of 1o c.cm. of the solution 
charged with about 25 mc. was given a patient suf- 
fering with cancer. A photograph made immediately 
showed the passage of the solution through the vein 
proximal to the point of injection. Later a plate 
made over the region of the neoplasm showed the 
exact outline of the tumor. This image Kotzareff 
and Weyl call a “‘curiegraph.” 

The curiegraph is of especial value in the diagnosis 
and localization of metastases which have caused no 
anatomical or functional disturbances. After opera- 
tion for cancer it may be used to prove whether 
or not the tumor has been entirely extirpated. 

The authors cite numerous examples of selective 
fixation in chemical, physical, physiochemical, and 
biological fields, such as the fixation of nuclear sub- 
stances, the absorption of gas by charcoal, the affin- 
ity of tetanus toxin for the central nervous system, 
etc. 

The theories of electron and ionic activity are dis- 
cussed, and mention is made of the fact that the 
X-rays and radium acting on a colloidal suspension 
of a metal, especially aluminum, cause a flocculation 
of the metallic particles. 

It is suggested that following the application of 
radium emanation to a cancerous growth the pos. 
itive charge of the albumin is saturated by the neg- 
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ative beta rays and the negative charge of the 
globulin by the positive X-rays. Subsequent elec- 
trolysis causes very little change in the serum. This 
process is repeated as the blood passes through the 
cancerous growth until sufficient emanation has been 
absorbed to make a curiegraph possible. With the 
aid of an electroscope,the presence of emanation may 
be demonstrated in the tumor area. 
I. M. Hay, M.D. 


GENERAL BACTERIAL, MYCOTIC, AND 
PROTOZOAN INFECTIONS 


Levinson, S. A.: An Intravenous Method for the 
Early Diagnosis of Tuberculosis in the Guinea 
Pig. Illinois M. J., 1923, xliv, 360. 


The usual method of animal inoculation employed 
in the diagnosis of tuberculosis requires from four to 
six weeks for the production of gross lesions. By 
intravenous injections of positive sputum the author 
was able to demonstrate lesions in from ten to 
fourteen days. Inoculations directly into the liver 
or spleen produced results less rapidly, and intra- 
peritoneal injections required a still greater interval 
for the formation of tuberculous lesions. The 
method employed consisted in the injection into the 
jugular or mesenteric vein of a guinea pig of from 1 to 
2 c.cm. of a suspension in normal salt solution of the 
centrifugate of a specimen of sputum treated accord- 
ing to the method described by Petroff. 

Watter H. Napier, M.D. 


MEDICAL JURISPRUDENCE 


Liability for X-Ray Dermatitis. Rost vs. Roberts, rg2 
N. W., p. 38. 

In July, 1920, Rost was afflicted with pustular acne, 

a disease of the sebaceous glands. He applied for 


treatment to Dr. Roberts and was given X-ray 
treatments on July 2, 5,9, and 11. Ina week, anareg 
of about 144 sq. in. on his back became red and 
irritated. A few days later this area turned blue and 
then became black. The skin cracked and began to 
peel, and pus was formed. The skin appeared to be 
supersensitive and peculiarly susceptible to the 
X-ray. It was shown that the treatment was the 
usual and ordinary treatment for the disease. Rost 
sued Dr. Roberts for damages. 

The doctor claimed $560.00 for professional sery- 
ices for this and other treatment. The case was 
tried before a jury who found in favor of the doctor, 
and awarded him the $560.00. The Supreme Court of 
Wisconsin sustained the verdict. 

E. Mooney. 


Drainage Tube Left in the Abdomen. Chesley xs, 
Durant, 137 N. E. Rep., p. 301. 


The plaintiff was operated upon for appendicitis 
on July 29 by Dr. Charles Durant. On August 4, 
symptoms of sepsis having appeared, the doctor 
inserted in the wound, for drainage, a piece of rubber 
tubing about 2% in. long and % in. in diameter. 
Until August 13 he dressed the wound and inserted 
a new tube each day. On August 15 he went on a 
vacation, leaving the patient in the care of Dr. 
Laskey who dressed the wound first on August 16 
and continued as the physician in charge until 
September 6 when the wound appeared to be clean 
and healed. The following September the patient’s 
health began to decline and the site of the wound 
became tender. A nurse who was called pulled 
from the wound, which had opened, a tube about 
2% in. in length which was covered with blood. A 
verdict against the Dr. Durant for $1,500 was sus- 
tained by the Supreme Court of Massachusetts. 

E. Mooney. 


| 
I: 

| 
b 
tl 
d 
K 
Cc 
ce 
A 
| k 
5 
b 
A 
n 
le 
te 
j. 
A 
T 
R 


BIBLIOGRAPHY of CURRENT LITERATURE 


Note.—THE Botp Face Ficures IN BRACKETS AT THE RIGHT OF A REFERENCE INDICATE THE PAGE OF THIS 
IssuE ON WHICH AN ABSTRACT OF THE ARTICLE REFERRED TO MAy Be Fowunp. 


SURGERY OF THE 


Head 


Injuries and disease of the bony skull including the 
mandible and sinuses. H. HABERER. Leipzig: Thieme, 
1923. 

"i ir distention of all the fluid spaces after fracture of the 
base of the skull. H. Scutorrer. Arch. f. klin. Chir., 
1923, CXXVil, 731. 

The treatment of skull fractures by decreased tension of 
the cerebrospinal fluid. R. LertcHe. Rassegna internaz. 
di clin. e terap., 1924, v, 22. 

Internal gunshot (Konturschuesse) wounds of the skull. 
K. Gentzscu. Deutsche Ztschr. f. Chir., 1923, clxxxii, 152. 

The operation of cartilage-cranioplasty. A. R. MUNROE. 
Canadian M. Ass. J., 1924, xiv, 47. 

Developmental defects of the skull: acrocephaly (oxy- 
cephaly) and anencephaly. H. L. Dwyer. Med. Clin. N. 
Am., 1924, Vii, 1205. 

Hyperostosis of the skull. I. Narro and A. SCHUELLER. 
Wien. klin. Wehnschr., 1923, xxxvi, 792. 

Typhus fever parotitis. P. A. Herzen. Arch. f. klin. 
Chir., 1923, Cxxv, I. 

Tuberculosis of the parotid gland. A. BrAum. Beitr. z. 
klin. Chir., 1923, cxxx, 118. 

Old occlusion of the mandible by temporomandibular 
bony fibrosis. M. Fasano. Arch. ital. di chir., 1923, viii, 


575- 

A case of diffuse hypertrophic osteitis at the alveolar 
border of the superior maxilla. SoucHeT and SurRREL. 
Arch. internat. de laryngol., 1924, xxx, 32. 

A case of submaxillary lithiasis. P. BeLov. Rev. Asoc. 
méd. argent., 1923, xxxvi, 854. 


Eye 

Ophthalmology during 1923. D. Roy. Med. Times, 
1924, lii, 7. 

The diseases of the eye in relation to general systemic 
lesions. B. CusoMan. Am. J. Clin. Med., 1924, xxxi, 33. 

Reform diet as a therapeutic measure in ophthalmic 
practice. G. H. Bet. J. Med. Soc. N. Jersey, 1924, xxi, 6. 

Elective localization in the eye of bacteria from infected 
teeth. R. L. Hapen. Arch. Int. Med., 1923, xxxii, 828. 


93] 

Antidiphtheric Serum in Ocular Infection. B. W. Key. 
J. Am. M. Ass., 1924, Ixxxii, 183. [393] 
Amblyopia due to abuse of alcohol and nicotine. E. 
AproGcuE. Semana méd., 1923, xxx, 320. {393} 
Modern optical methods in the examination of the eye. 
T. H. Butter. Brit. M. J., 1924, i, 8. |393] 


Muscle recession for strabismus. T. H. Butter. Proc. 
Roy. Soc. Med., Lond., 1924, xvii, Sect. Ophth., 6. [394] 

Three cases of congenital absence of abduction with 
palpebral retraction in congenital absence of the recti. 
A. NaTALE. Rev. Asoc. méd. argent., 1923, xxxvi, 780. 


HEAD AND NECK 


Isolated favus of the eyelid. S.S. GREENBAUM. Am. J. 
Ophth., 1924, 3 s. vii, 6. 

Cystadenoma of the border of the eyelid. R. R. Git 
and P. Satanowsky. Rev. c. méd. argent., 1923, 
XXxXxvi, 807. 

Irritatio conjunctive. 
Med., 1924, vii, 18. 

Severe cedematous conjunctivitis from powdered orris 
root. D. Roy. J. Am. M. Ass., 1924, Ixxxii, 208. 

Persistent swelling of the conjunctiva. J. F. CuNNING- 
HAM. Proc. Roy. Soc. Med., Lond., 1924, xvii, Sect. 
Ophth., 1. 394 

Vernal conjunctivitis. W. C. Posey. Atlantic M. J., 
1924, XXVii, 215. 

_ Conjunctival ligature. VAN Lint. Bruxelles-méd., 1924, 
iv, 311. 

X-ray treatment of interstitial keratitis. T. L. DE 
Courcy and J. H. Matuer. Brit. M. J., 1924, i, 12. [394] 

A plea for greater consideration in the management of 
foreign bodies in the cornea. E. M. SHANKLIN. Internat. 
J. Med. & Surg., 1924, xxxvii, 14. 

Adjuvants to magnet points for extraction of foreign 
bodies. B. CHance. Am. J. Ophth., 1924, 3 s. vii, 44. 

Bone-free radiographs: an advance in the photography 
of small fragments in the eye. T. H. Butter. Proc. Roy. 
Soc. Med., Lond., 1924, xvii, Sect. Ophth., 6. 

A case of xerosis of the cornea. E. Aproguf and E. J. 
J. Lacos. Rev. Asoc. méd. argent., 1923, xxxvi, 839. 

The prognosis of irremovable projectiles lodged in the 
orbital cavity. J. Lij6 Pavia. Rev. Asoc. méd. argent., 
1923, XXxvi, 783. 

A case of traumatic arteriovenous lesion of the orbit. 
N. B. Harman. Proc. Roy. Soc. Med., Lond., 1924, xvii, 
Sect. Ophth., 3. 

Symmetrical lymphoma of both orbits and treatment 
by the X-ray. A. Tiscornta. Rev. Asoc. méd. argent., 
1923, XXxvi, 818. 

A new astigmatic chart. J. S. FrrepeENWALD. Am. J. 
Ophth., 1924, 3 s. vii, 8 

Further anatomical investigations on subconjunctival 
haematoma of the temporal portion of the eyeball follow- 
ing fracture of the base of the skull. H. Kenv. Arch. f. 
path. Anat. u. Physiol., 1923, cexlvi, 194. 

Late infection after trephining. R. H. Etitior. Am. J. 
Ophth., 1924, 3 s. vii, 42. 

A case of epibulbar growth. F. A. Juter. Proc. Roy. 
Soc. Med., Lond., 1924, xvii, Sect. Ophth., 2. 

Report of a case of epibulbar melanotic sarcoma. M. H. 
oo. Proc. Roy. Soc. Med., Lond., 1924, xvii, Sect. 

hth., 3. 

“sa development of tissues of the iris. J. Fryér. 
Am. J. Ophth., 1924, 3 s. vii, 43. 

A case of iridociliary tuberculosis extending to the retina 
and optic nerve. H. LAGRANGE. Bull. et mém. Soc. anat. 
de Par., 1923, xciii, 655. 


E. BorcKMANN. Minnesota 


473 


id 
id 
De 
1e 
of 
= 
is 
4, 
or 
er 
d 
a 
r. 
6 
il 
n 
5 
d 
d 
it 
A 
S- 
|__| 


474 INTERNATIONAL ABSTRACT OF SURGERY 


Hereditary cataract. A. L. Brown. Am. J. Ophth., 
1924, 3 S. Vil, 36. 

My experience with Barraquer’s operation. C. E. F1v- 
tay. Rev. de med. y cirug. de la Habana, 1924, xxix, 45. 

Discussion on the clinical significance of scotometry. 
A. H. H. Stncratr, G. Hotmes, M. Heppurn, N. B. 
Harman and Others. Brit. M. J., 1923, ii, 1258. [394] 

The etiology of retinitis proliferans. B. J. Larkin. J. 
Indiana State M. Ass., 1924, xvii, 13. 

Retinitis proliferans; report of a case. E. J. Lent and 
M. Brewer. J. Indiana State M. Ass., 1924, xvii, 16. 

Lipxmia retinalis; effects of insulin. W. F. Harpy. Am. 
J. Ophth., 1924, 3 s. vii, 39. 

Abnormalities of ag visual fields. S. D. INcHAm and 
T. C. Lyster. J. Am. M. Ass., 1924, Ixxxii, 17. 

Optic neuritis, secondary to sinus disease, with report of 
a case. I. B. Hicu. Laryngoscope, 1924, xxxiv, 17. 

Retrobulbar neuritis associated with diseases of the 
nasal accessory sinuses. E. L. Fatx. N. York M. J. & 
Med. Rec., 1923, cxviii, 624. [395] 

Retrobulbar optic neuritis and the posterior sinuses. 
G. Canuyt and J. Terracot. Arch. de med., cirug. y 
especial., 1924, xiv, 97. 

Acute retrobulbar optic neuritis in the posterior sinuses. 
J. Layera. Rev. Asoc. méd. argent., 1923, xxxvi, 866. 


Ear 


Advances in otolaryngology during 1923. H. Hays, A- 
Paver, and D. Austin. Med. Times, 1924, lii, 9. 

The ear in general diagnosis. H. I. Littte. Minnesota 
Med., 1924, vii, 15. 

A new method for reconstruction of the ear cartilage. 
G. Horer and R. Lerier. Ztschr. f. Hals-, Nasen- u 
Ohrenheilk., 1923, vi, 408. 

Otitic cholesteatomata. S. MacC. Smit. Ann. Otol., 


Rhinol. & Laryngol., 1923, xxxii, 1203. [395] 
Chronic aural discharge. J. G. CALLIson. Laryngo- 
scope, 1924, XXXiv, 52. [395] 


The routine treatment of acute otorrhoea, with especial 
reference to children. O. WoLre. J. Iowa State M. Soc., 


1924, XiV, 4. 
Acute suppurative otitis media in infants. C. C. Jones. 
J. Iowa State M. Soc., 1923, xiii, 500. [396] 


A new method of treatment for chronic suppurative 
otitis media. M. P. Borsrncer. N. Orleans M. & S. J., 
1924, Ixxvi, 317. 

Mucosis otitis. F. O. KetrLeKkamp. Laryngoscope, 
1924, XXXiv, 44. 

A plea for an international investigation into otosclerosis 
and allied forms of deafness. J. S. FRASER. Laryngoscope, 
1923, xxxiii, 891. [396] 

he X-ray as an adjuvant in the treatment of impaired 
hearing. J. J. Ricwarpson. Internat. J. Med. & Surg., 
1923, XXXVi, 510. [396] 

X-ray as a corrective agent in impaired hearing. J. J. 
RICHARDSON. Am. J. Clin. Med., 1924, xxxi, 35. 

X-ray in the restoration of the hearing. J. J. RicHarp- 
son. Med. Times, 1924, lii, 15. 

A guide to operations on the ear, the tonsils, and the 
nose. Ed. 2. A. Passow and H. Ciaus. Leipzig: Barth, 
1923. 

Acute mastoiditis. L. Netson. South. M. & S., 1924, 
Ixxxvi, 3. 

Acute surgical mastoiditis, with a résumé of fifty cases 
operated upon at the Cleveland City Hospital. S. B. 
Cowen. Ohio State M. J., 1924, xx, 19. 

Suspected mastoiditis: clinical diagnosis with special 
reference to the interpretation of the X-ray pictures. H. 
M. Hays. Laryngoscope, 1923, xxxiii, 924. [397] 


Mastoid periosteitis secondary to acute middle ear dis- 
eases of children. P. GAticetr. Arch. internat. de laryngol., 
1924, XXX, 21. 

The work of Sherrington on the physiology of posture. 
F. M. R. Watsue. J. Laryngol. & Otol., 1923, xxxviii, 
642. (397) 

i Nose 


The organ of smell. J. Wricut. Laryngoscope, 1924, 
XXXiV, I. 

A case of double nose. F. F. Murcke and H. S. Sovrrar. 
Proc. Roy. Soc. Med., Lond., 1924, xvii, Sect. Laryngol., 8. 

A case of rhinophyma and its cure. J. E. SHEEHAN, 
Med. J. & Rec., 1924, cxix, 94. 

An expedient to control epistaxis. J. G. Levine. J. 
Am. M. Ass., 1924, Ixxxii, 206. 

The importance of early treatment of chronic nasal 
catarrh or chronic inflammation of the nose proper. J. K. 
Guturie. J. Iowa State M. Soc., 1924, xiv, 23. 

A case of ozena cured by ultraviolet rays. Gretr, 
Arch. internat. de laryngol., 1924, xxx, 65. 

My method of surgical treatment of ozena. Bovrak. 
Arch. internat. de laryngol., 1924, xxx, 7. 

Intranasal carcinoma in association with nasal polypi. 
A. J. Wacers. Laryngoscope, 1924, xxxiv, 12. 

A survey of the hay fever question—a critical review of 
the situation relative to the etiology and treatment. 0. J. 
Stern. Ann. Otol., Rhinol. & Laryngol., 1923, xxxii, 
1214 

Asthma and infections of the accessory nasal sinuses: a 
study based on sixty-two cases. C. A. HEATLY and S. J. 
Crowe. Bull. Johns Hopkins Hosp., Balt., 1923, xxxiv, 

(397| 


10. 
The referred pain of nasal sinus disease. J. A. Gres. 
J. Laryngol. & Otol., 1924, xxxix, 15. 
Sinusitis in infancy and childhood. W. B. Davis. 
Therap. Gaz., 1924, 3 s. xl, 1. 
The treatment of paranasal sinus disease in infants and 
young children. L. W. Dean. Laryngoscope, 1924, ol 
[398 


Paroxysmal cough, a frequent symptom of infection of 
the paranasal sinuses in children. C. G. CoAKLEy. South. 
M. J., 1924, xvii, 38. 

The relation of paranasal sinus disease to pulmonary 
infection. V. W. Fiscupacu. Cincinnati J. M., 1923, iv, 
482. {398 

Report of a case of pansinusitis with unusual features. 
W. MirtuHoerer. Cincinnati J. M., 1924, iv, 570. 

The diagnosis and treatment of chronic diseases of the 
nasal sinuses. S. Roperts. J. Missouri State M. Ass., 
1924, Xxi, 12. 

Suggestions as to the etiology and treatment of nasal 
accessory sinuses. J. A. STUCKY. Cincinnati J. M., 1924, 
iv, 546. 

‘Negative pressure in the treatment of the diseases of the 
nose and the accessory sinuses. G. C. Orricu. Illinois 
M. J., 1923, xlv, 47. 

The absence of frontal sinuses in a woman. T. A. 
MacGrspon. J. Laryngol. & Otol., 1924, xxxix, 24. 

Mucocele of the frontal sinus. W. J. Harrison. J. 
Laryngol. & Otol., 1924, xxxix, 20. 

Anatomopathological nasopharyngeal fibroma. 
J. R. Prerre. Presse méd., , 1924, XXxii, 32. 


Orbital fistula, ethmoid wan and sphenoidal sinu- 
sitis, operated and cured by the nasal route. TARASIDO. 
Rev. Asoc. méd. argent., 1923, xxxvi, 868. 

Ethmoiditis. W. F. Moore. Laryngoscope, 1924, xxxiv, 
26. 

Unusual antrum and ethmoid case. V. W. FIscHBActi. 
Cincinnati J. M., 1924, iv, 567. 


ij 
A 
a 
L 
0 
d 
I 
J 
I 
I 
( 
I 
a 
|| J 
€ 
I 
( 
x 
I 
n 
( 
I 
0 
I 
I 
t 
I 
t 
L 
T 
I 


A case of maxillary sinusitis. H. ZuBIzARRETA. Rev. 
Asoc. méd. argent., 1923, xxxvi, 883. 

Radical operations on the maxillary sinus and dam- 
age to the teeth. R. H. Ivy. Ann. Otol., Rhinol. & 
Laryngol., 1923, Xxxii, 1197. [398] 


Mouth 


Changes in the nasal and oral cavity as a result of 
orthodontic treatment. M. Dewey. Internat. J. Ortho- 
dont., Oral Surg., and Radiography, t924, x, 23. 

Systemic diseases with teeth as the primary cause. C. 
Pp. Keciener. N. Orleans M. & S. J., 1924, Ixxvi, 338. 

Fibrosarcoma with myeloplax of the alveolar border. 
J. Rayuonp and J. Bounev. Bull. et mém. Soc. anat. de 
Par., 1923, xciii, 708. 

Metastatic epulis. M. Weicuerr. Zentralbl. f. Chir., 
1923, |, 1356. {[398] 

Stomato-rhino-conjunctivitis due to fuso-spirillosis. 
Carnot and BLamoutier. Arch. internat. de laryngol., 
1924, XXX, I. 
yf cer of the tongue. L. SAmeNGo. Rev. Asoc. méd. 
argent., 1923, Xxxvi, 870. 


Throat 


Streptococcic throat: a case report. A. D. McCANNEL. 
J.-Lancet, 1924, xliv, 8. 

Ludwig’s angina and gas gangrene. L’HEeureux. Bull. 
et mém. Soc. nat. de chir., 1924, 1, 2. 

Tuberculosis of the pharynx and of the pillars treated 
by ultraviolet rays. Sourakova. Arch. internat. de 
laryngol., 1924, Xxx, 67. 

Fibrosarcoma of the soft palate, treated by radium. 
F. B. Gituespy. Proc. Roy. Soc. Med., Lond., 1924, xvii, 
Sect. Laryngol., 11. 

Sarcoma of the pharynx cured by X-rays. 
Arch. internat. de laryngol., 1924, xxx, 66. 

The intracranial propagation of pharyngeal tumors. 
Cotter and Repattu. Arch. internat. de laryngol., 1923, 
XXxiX, 945. [399] 

The biological treatment of sarcoma of the upper respi- 
ratory passages. CALDERA. Arch. internat. de laryngol., 
1923, XXIX, 9Q5. [399] 

Autovaccination, radium, and the X-ray in the treat- 
ment of malignant tumors of the upper respiratory tract. 
GaveLLo. Arch. internat. de laryngol., 1923, xxix, 99) 


R. Woops. 


GREIF. 


A case of retropharyngeal lipoma. 
Brit. M. J., 1924, i, 144. 

Practical points in the management of pharyngo- 
cesophageal diverticula. P. P. Vinson. Colorado Med., 
1924, Xxi, 6. 

A study of the retropharyngeal abscess. J. A. BABBITT. 
Laryngoscope, 1924, xXxxiv, 37. 

Acute septic pharyngolaryngitis. S. G. DaBNry. Ken- 
tucky M. J., 1924, xxii, 7. 

A case of epidermoid carcinoma of the epiglottis. H. 
H. Vait. Cincinnati J. M., 1924, iv, 572. 

The formation of bone and cartilage in the palatine 
tonsil. TRAMONTANO-GUERRITORE. Sperimentale, 1923, 
Ixxvii, 465. 

Varix complicating chronic tonsillitis. 
Laryngoscope, 1924, xxxiv, 50. 

The indictment of the tonsils. J. H. Gerttncer. Arch. 
Pediat., 1924, xli, 52. 

The diagnosis and treatment of chronic or latent ton- 
sillitis. J. DALAND. Atlantic M. J., 1924, xxvii, 219. 

The treatment of tonsillar and pharyngeal infections. 
1.0. Denman. Am. J. Clin. Med., 1924, xxxi, 37. 


W. HERBERT. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


475 


A method of preventing the removal of tonsils and ade- 
noids and its usefulness in treating nose and throat de- 
fects. A. E. Ewens. J. Med. Soc. N. Jersey, 1924, xxi, 25. 

Indications for and contra-indications to tonsillectomy 
in adults. S. MacC. Smita. Therap. Gaz., 1924, 3 s. xl, 
3. [399] 
Bronchoscopic observations on the cough reflex in ton- 
sillectomy under general anesthesia. M. C. Myerson. 
Laryngoscope, 1924, Xxxiv, 63. 

The bacteriology of extirpated tonsils. T. NAKAMURA. 
Ann. Surg., 1924, Ixxix, 24. 

Recurrence of tonsillar growth after its removal. G 
BriLancront. Policlin., Rome, 1924, xxxi, sez. prat., 5. 


Neck 


Tuberculous glands of the neck. F. V. Hussey. Rhode 
Island M. J., 1924, vii, 1. 

Lymphangeitic abscess of the neck. P. CLArRMONT. 
Schweiz. med. Wchnschr., 1923, liii, 441. 400 

Foreign body in the larynx, the absence of cough reflex. 
G. T. Ross. Laryngoscope, 1924, xxxiv, 42. 

Postdiphtheritic laryngeal stenosis. J. H. Foster. 
South. M. J., 1924, xvii, 36. 

Necrotic chondritis of the cricoid cartilage and the first 
tracheal rings due to acute suppurative thyroiditis. S. 
Lussana. Arch. ital. di chir., 1923, viii, 522. 

Myxcedema of the larynx. E. M. Josepuson. J. Am. 
M. Ass., 1924, Ixxxii, 108. 

The operative correction of the bilateral median posi- 
tion of the vocal cords. A. Rétu1. Ztschr. f. Laryngol., 
Rhinol., 1923, xi, 281. [400] 

Subdivisions of tuberculous laryngitis: its treatment by 
tracheofistulization. G. RoseNTHAL. Arch. internat. de 
laryngol., 1924, xxx, 39. (401) 

Fibrolipoma of the larynx. J. F. O’MALtey. Proc. Roy. 
Soc. Med., Lond., 1924, xvii, Sect. Laryngol., ro. 

A case of extensive intrinsic carcinoma of the larynx in 
a young female patient, treated by complete laryngectomy. 
Sir J. DunpAs-GRANT. Proc. Roy. Soc. Med., Lond., 1924, 
xvii, Sect. Laryngol., 5. 

Notes on fourteen cases of intrinsic cancer of the larynx. 
J. S. Fraser and D. Watson. Proc. Roy. Soc. Med., 
Lond., 1924, xvii, Sect. Laryngol., 1. 

Laryngeal perichondritis due to roentgen-ray treatment. 
Gretr. Arch. internat. de laryngol., 1924, xxx, 67. [401] 

Remarks on laryngectomy and the apparatus for phona- 
tion in the laryngectomized. J. Leyro Dfaz. Semana 
méd., 1924, XXXi, 27. 

Further observations on the mechanism of speech and 
of the voice in laryngectomized patients. H. STERN. 
Ztschr. f. Hals-, Nasen- u. Ohrenheilk., 1923, vi, 561. 

Heteroplastic transplantation of parathyroids in Parkin- 
son’s disease. B. BrReITNER. Deutsche Ztschr. f. Chir., 
1923, clxxxii, 372. 

The thyroid apparatus in man. G. S. WILLIAMSON. 
Lancet, 1923, ccv, 1337. 

The importance of our knowledge of thyroid physiology 
in the control of thyroid disease. D. Marine. Arch. Int. 
Med., 1923, xxxii, 811. [401] 

Practical applications of basal metabolism. J. O. M. 
Buttowa. Med. Press, 1924, n. s. cxvii, 27. 

Experimental investigations on the relationship of the 
cervical sympathetic to the thyroid gland. W. REINHARD. 
Deutsche Ztschr. f. Chir., 1923, clxxx, 170. {402} 

The effect of iodine on the thyroid. B. BREITNER. 
Wien. klin. Wcehnschr., 1923, xxxvi, 603. 

Hypothyroidism, with special reference to the minor 
thyroid deficiencies. E. L. GARDNER. J.-Lancet, 1924, 
xliv, 10. 


| 
f 
L 
| 
| 
| 


476 INTERNATIONAL ABSTRACT OF SURGERY 


Hyperthyroidism associated with acidosis. R. H. Major. 
Med. Clin. N. Am., 1924, vii, 1065. 

Roentgen-ray treatment of hyperthyroidism. J. T. 
McKinney. Virginia M. Month., 1924, |, 709. 

A case of ligneous thyroiditis associated with high-grade 
dental infection. P. T. Bouan. Med. Clin. N. Am., 1924, 
vii, 1069. 

The treatment of suppurative thyroiditis: statistics on 
eight cases. VIANNAY. Lyon chir., 1923, xx, 820. [403] 

Some high lights on goiter. J.R.Yunc. Illinois M. J., 
1924, xlv, 

Analysis of fifty-two goiter cases, with discussion of 
treatment employed in different types. J. W. Hinton. 
Med. J. & Rec., 1924, cxix, 18. 

The histological and clinical findings in struma in chil- 
dren in Lower Franconia. E. Staunxe. Arch. f. klin. 
Chir., 1923, Cxxv, 193. [403] 

Adenomata of the thyroid gland. E. S. SCHNEIDER. 
California State J. M., 1924, xxii, 22. 

Arterial circulation of thyroid adenomata. W. I. Terry 
and G. S. DeLAmeRE. Arch. Surg., 1924, viii, 165. 

Encapsulated adenomata of the thyroid. J. L. De 
Courcy. Ann. Surg., 1924, Ixxix, 20. 

Mitochondrial changes in the thyroid gland. F. M. 
NicHoison. J. Exper. Med., 1924, xxxix, 63. 

Symptomatology and diagnosis of exophthalmic goiter. 
W. B. Porter. Virginia M. Month., 1924, 1, 703. 


SURGERY OF THE 


Brain and Its Coverings; Cranial Nerves 


Acute traumatic injuries of brain. H. E. RANDALL. J. 
Michigan State M. Soc., 1924, xxiii, 20. 

The pathogenesis and treatment of so-called congenital 
cerebral hernie. F. M. Lampert. Surg., Gynec. 
Obst., 1924, XXxxviii, 159. 

Intracranial birth injuries. H. C. Cameron. Lancet, 


1923, CCV, 1292. [405] 
Compound craniocerebral injuries. S.C. HARvEy. Bos- 
ton M. &S. J., 1923, clxxxix, grr. [405] 
The prognosis after trephination. L. WertzeL. Rev. 
de chir., Par., 1923, xlii, 586. [405] 


Clinical and anatomo-pathological studies of various 
affections of the brain centers. H. Marcus. Acta med. 
Scand., 1923, lix, 230. 

Large hydrocephaly treated by subarachnoidal ventricu- 
lar drainage. VAN DER Etst. Arch. frango-belges de chir., 
1923, XXVi, 1077. 

Traumatic cerebrospinal rhinorrhoea due to opening of 
the anterior prolongation of the right lateral ventricle. 
J. E. O_mos and R. Lizonpo. Semana méd., 1973) 


305. 

Ocular manifestations from a traumatic encysted hemor- 
rhage in the brain. E. J. Stern. Atlantic M. J., 1924, 
XXVii, 211. 

Encephalitis simulating acute abdominal conditions. 
R. E. Farr. Minnesota Med., 1923, vi, 585. [406] 

Brain abscess. C. BAGLEy, Jr. J. Am. M. Ass., 1923, 
Ixxxi, 2161. [406] 

Cerebral abscess of unusual evolution. J. DE LA Cruz 
Correa and R. Becco. Rev. Asoc. méd. argent., 1923, 
XXxvi, 8409. 

Cerebral abscess of otitic origin operated upon by the 
method of exclusion of the meninges. A. R. ZAMBRINI. 
Rev. Asoc. méd. argent., 1923, xxxvi, 862. 

Intracranial tumors. H. S. Soutrar. Lancet, 1923, 
1176. [406 


The gastric secretion in Basedow’s disease. E. Herz. 
FELD. Deutsche med. Wchnschr., 1923, xlix, 1436. 

Studies of exophthalmic goiter and the involuntary nery- 
ous system. The course of the subjective and objec. 
tive manifestations in fifty unselected patients observed 
over a period of two years, in whom no specific therapeutic 
measures were instituted (‘spontaneous course’’). H, T. 
Hyman and L. Kessev. Arch. Surg., 1924, viii, 149. 

A case of exophthalmic goiter and diabetes mellitus, 
J. A. BucHanan. Med. J. & Rec., 1924, cxix, 11. 

Orbital cedema in exophthalmic goiter. E. S. Tuomsoy, 
Am. J. Ophth., 1924, 3 s. vii, 27. 

Pre-operative treatment of patients with exophthalmic 
goiter; with special reference to Lugol’s solution of iodine. 
A. S. Jackson. Am. J. Surg., 1923, xxxvii, 315. (403) 

Extirpation of the sympathetic ganglia in exophthalmic 
goiter. W. Retnuarp. Deutsche Ztschr. f. Chir., 1923, 
clxxx, 177. | 

The medical treatment of goiter. W. W. Cuarrty, 
Virginia M. Month., 1924, 1, 705. 

Surgery of the thyroid gland. J. T. Burrus. South. 
M. & S., 1924, Ixxxvi, 1. 

The surgical treatment of diseases of the thyroid. T. J. 
Hucues. Virginia M. Month., 1924, 1, 705. 

Immediate effect of subtotal thyroidectomy in toxic 
goiter; daily basal metabolism and pulse observations. H. 
N. SEGALL and J. H. Means. Arch. Surg., 1924, viii, 176. 


NERVOUS SYSTEM 


Cerebral tumors simulating progressive degeneration due 
to thrombosis. G. BickeL and E. FroMMEL. Rev. méd. 
de la Suisse rom., 1924, xlix, 33. 

Cerebro-meningeal tumors and the Bordet-Wassermann 
reaction. M.-P. Wert and R. WEISMANNNETTER. Bull. 
et mém. Soc. méd. d. hép. de Par., 1923, 3 s. xxxix, dah 

7 


An investigation into the function of the pituitary and 
thyroid glands. Part I. The technique of their experi- 
mental surgery and summary of results. N. M. Dorr. 
Quart. J. Exper. Physiol., 1923, xiii, 241. (407| 

Histological factor of the adenohypophysis in cancer 
and sarcoma in comparison with the hypophysis of preg- 
nancy. W. BEeRBLINGER and K. Mutu. Zentralbl. f. 
Gynaek., 1923, xlvii, 1713. 

Clinical observations on the radiation of hypophysis 
particularly for carcinoma. HorsBaver. Arch. f. Gynaek., 
1923, CXX, 194, 206. 

Cholesteatoma of the base of the brain producing the 
symptoms of hypophyseal tumor. M. Meyer. Ztschr. f. 
Hals-, Nasen- u. Ohrenheilk., 1923, vi, 348. 

Some points in the surgery of the pituitary gland. P. 
SARGENT. Brit. J. Surg., 1924, xi, 521. 

Methods of approach to the hypophysis. Rovcet. 
Arch. internat. de laryngol., 1924, xxx, 16. 

Observation and autopsy of an occipital meningocele. 
A. Ames and A. GutBa. Rev. d’orthop., 1924, xxxi, 57. 

Otitic meningitis resulting from trauma. EHRENFRIED. 
Ztschr. f. Hals-, Nasen- u. Ohrenheilk., 1923, vi, 404. 

Meningitis of otitic origin. J. F. Frresen. California 
State J. M., 1924, xxii, 16. 

Pyocyaneus meningitis. 
Wehnschr., 1923, ii, 1758. 

Streptococcus meningitis treated by repeated lumbar 
punctures with recovery. H. L. K. SHaw. Arch. Pediat., 
1924, xli, 67. 

Meningitis with complete recovery. M. G. PETERMAN. 
Arch. Pediat., 1924, xli, 70. 


C. SONNENSCHEIN. Klin. 


I 

1 

] 

( 

1 

] 


ome 


Trifacial neuralgia, its symptoms, diagnosis, and treat- 
ment. A. W. Apson. J. Iowa State M. Soc., 1924, xiv, 1419- 

Major trigeminal neuralgia. C. H. FRAZIER. J. Am 
M. Ass., 1924, Ixxxii, 302. 

The apparent origin of the ninth, tenth, and eleventh 
cranial nerves. D. VANNUCCI. Sperimentale, 1923, Ixxvii, 


209. 


Spinal Cord and Its Coverings 


Fxperiments on local specific therapy in poliomyelitis: 
the utilization of hypertonic solutions in the serum treat- 
ment of experimental poliomyelitis. W. L. Aycock and 
H. L. Amoss. Bull. Johns Hopkins Hosp., Balt., 1923, 
xxxiv, 361. 407] 

A case of spinal compression localized radiographically 
by Sicard’s method. R. N. IRonsme and C. D. SHAPLAND. 
Brit. M. J., 1924, i, 149. 

The differential diagnosis of the spinal fluid in multiple 
sclerosis and compression of the spinal cord. W. GorBEL 
and K. Peter. Med. Klin., 1923, xix, 1454. 

Contribution to the study of extramedullary subarach- 
noid tumors adherent to the roots of the spinal nerves. 
A. Nazart. Policlin., Rome, 1924, xxxi, sez. med., 33. 

Primary tumor of the cauda equina. L. EHRENBERG. 
Acta med. Scand., 1923, lix, 57. 


Peripheral Nerves 


A case of typical peripheral glioma of the median nerve. 
L. Corntt and A. BARANGER. Bull. et mém. Soc. anat. 
de Par., 1923, xciii, 702. 

A case of fibroma of the right median nerve. A. BARAN- 
cer. Bull. et mém. Soc. anat. de Par., 1923, xciii, 649. 

The surgery of spastic paralysis. F. J. GAENSLEN. 
Wisconsin M. J., 1924, xxii, 374. 


SURGERY OF 


Chest Wall and Breast 


The influence of the uterus and ovaries on the develop- 
ment of the mammary gland. R. PLaut. Ztschr. f. Biol., 
1923, Ixxix, 263. 

True bilateral mammary hypertrophy. A. W. HuEBE- 
NER. Deutsche Ztschr. f. Chir., 1923, clxxxi, 40. 

The treatment of mastitis. NAUMANN. Deutsche Ztschr. 
f. Chir., 1923, clxxxi, 1. 

Eczema of the breast. D. W. Montcomery and G. D. 
CuLver. Med. J. & Rec., 1924, cxix, 93. 

Clinical observations on tuberculosis of the breast; with 
a report of three cases. E. Cuavuvin. Arch. franco-belges 
de chir., 1923, xxvi, [000 

Gumma of the breast. F. E. Apa. Ann. Surg., 1924, 
Ixxix, 44. 

Five cases of mammary neoplasms in men. E. Bussa 
Lay. Policlin., Rome, 1924, xxxi, sez. prat., 82. 

Lipophagic granuloma of the breast. E. Stutz and R. 
FontaInE. Rev. de chir., Par., 1923, xlii, 646. [410] 


Trachea, Lungs, and Pleura 


Two cases of foreign body in the lung. T. A. Mac- 
Gispon. J. Laryngol. & Otol., 1924, xxxix, 23. 

Reporting three peanut cases in bronchi. M. E. New- 
MAN. Laryngoscope, 1924, XXXiV, 35. 

Corn kernels in the air passages. F. H. Roost. J.- 
Lancet, 1924, xliv, 52. 


BIBLIOGRAPHY OF CURRENT LITERATURE 477 


Some results of nerve anastomosis. C. BALLANCE. Brit. 
J. Surg., 1923, xi, 327. [408] 


Sympathetic Nerves 


The postural influence of the sympathetic innervation 
of voluntary muscle. J. I. Hunter. Med. J. Australia, 
1924, i, 86. 

The pathology of the cervical sympathetic. H. Kuem- 
MELL, Jr. Arch. f. path. Anat., 1923, ccxlvi, 347. 

The operative treatment of angina pectoris by extirpa- 
tion of the cervical and thoracic sympathetics, and re- 
marks on the operative treatment of an abnormal rise in 
the blood pressure. F. BRUENING. Klin. Wchnschr., 1923, 
ii, 777. 408 

Leriche’s operation; technique and results. J. Lanoz. 
Rev. méd. del Rosario, 1923, xiii, 431. 

Sympathectomy. A. ScHwartz. Bull. et mém. Soc. 
nat. de chir., 1924, 1, 12. 

A preliminary report on arterial sympathectomy; in- 
cluding a report of two cases. A. CAMPBELL. Surg., 
Gynec. & Obst., 1924, xxxviii, 81. 

Periarterial sympathectomy and varicose ulcers of the 
leg. BARDON and Matuey-Cornat. Lyon chir., 

[409 


694. 
Injury to the blood vessels following a -T 
pathectomy. E. Kreuter. Zentralbl. f. Chir., 1923, | 
1685. 


Miscellaneous 


Meningitic oo in lumbar puncture. W. G. 
SPILLER and F. L. Payne. J. Am. M. Ass., 1924, lxxxii, 
106. 
Neurological and surgical observations on neurosurgery. 
S. AUERBACH. Deutsche Ztschr. f. Nervenh., 1923, lxxvii, 
302. 


THE CHEST 


Personal experiences in bronchoscopy and cesophago- 
scope, during the past year. E. McGrnnis. Illinois M. J., 
1924, xlv, 42. 

Treatment of non-tuberculous pulmonary suppuration. 
C. A. Hepstom. Northwest Med., 1924, xxiii, 1 

Abscess of the lung, with report of two cases. N. B. 
Heywarp. J. South Carolina M. Ass., 1924, xx, 4. 

The value of the lateral projection in the roentgen-ray 
examination of the chest, with special reference to the 
surgical treatment of abscess of the lung. L. T. Le WALD 
and N. W. Green. Arch. Surg., 1924, viii, 265. 

The surgical treatment of bronchial asthma. H. Kuem- 
MELL. Arch. f. klin. Chir., 1923, cxxvii, 716. 

Bronchomycosis. E. STEINFIELD. J. Am. M. Ass., 1924, 
Ixxxii, 83. 

Bronchobiliary fistula. E. Oxrant. Ann. ital. di chir., 
1923, ii, 1288. 

E xperimental closure of large bronchi: a study of the 
factors concerned in failure of the bronchi to heal. R. B. 
Betrman. Arch. Surg., 1924, viii, 418. 

Investigations in the healing process in lung wounds. 
F. Saverprucu and R. Nissen. Arch. f. klin. Chir., 1923, 
exxvii, 582. 

The selection of patients and of operation in the surgical 
treatment of pulmonary tuberculosis. H. LILteNTHAL. 
Am. J. Surg., 1924, xxxviii, 1. 

Pneumothorax, with a case report of spontaneous or 
idiopathic pneumothorax. C. G. AppELLE. Illinois M. J., 


1923, xlv, 60 


478 INTERNATIONAL ABSTRACT OF SURGERY 


Deep roentgen therapy of neoplastic pulmonary metas- 
tases. W. A. Evans and T. Leucutia. Am. J. Roentgenol., 
1924, Xi, 35. 

Empyema of the pleural cavity. G. E. Hever. Ann. 
Surg., 1923, Ixxviii, 711. [410 

empyema treated with gentian violet. R. H. Major. 
Med. Clin. N. Am., 1924, vii, 1051. : 


Heart and Pericardium 


Intracardial injections. K. BACHLECHNER. Ergebn. d. 
Chir. u. Orthop., 1923, xvi, ©. 

A case of pyopericardium. W. M. Epceuttt and J. DE 
V. Matuer. Brit. M. J., 1924, i, 102. 


(Esophagus and Mediastinum 


A report of cases of foreign bodies in the cesophagus. 
P. L. Errecart. Rev. Asoc. méd. argent., 1923, XXxvi, 
$45. 


High frequency therapy in deep scar tissue strictures, 
H. Picarp. Klin. Wehnschr., 1923, ii, 1796. 

A new method for the early diagnosis of mediastinitis 
following injury of the cesophagus by foreign bodies. W, 
MINNIGERODE. Ztschr. f. Hals-, Nasen- u. Ohrenheilk., 
1923, iv, 171. 

Studies of status thymicolymphaticus. C. Hart. Muen- 
chen: Bergmann, 1923. 


Miscellaneous 


Exploratory thoracotomy in all severe injuries of the 
chest. K. W. Dorce. J.-Lancet, 1924, xliv, 18. 

Three cases illustrating the open method of intrathoracic 
surgery. E.G. Beck. Arch. Surg., 1924, viii, 327. 

Thoracoplasty following the loss of the thosscopl ural 
tissue. R. Romitr. Arch. ital. di chir., 1923, viii, 477 

The indications and technique for major chest surgery. 
D. W. Dear, G. T. Parmer and H. H. Cote. Illinois 
M. J., 1923, xliv, 329. (411) 


SURGERY OF THE ABDOMEN 


Abdominal Wall and Peritoneum 


Fibroleiomyoma of the external oblique muscle of the 
abdomen. G. C. Peraccuta. Ann. ital. di chir., 1923, ii, 
12709. 

Hernia of the intestinal wall. A. A. Kosyrew. Westnik 
Chir. i pogran. oblastei, 1923, iii, 111. 

The result of radical operation and palliative care of 
inguinal hernia in the war. S. Pettesoun. Arch. f. klin. 
Chir., 1923, cxxvii, 493. 

A fundamental factor in the recurrence of inguinal her- 
nia. M. G. Seevic and K. Cuouke. Arch. Surg., 1923, 
vii, 553- 

Dermoid cyst of the transverse mesocolon. A. SCHAAF 
and E. Stutz. Bull. et mém. Soc. anat. de Par., 1923, 
xciii, 720. 

Hydatid cyst of the transverse mesocolon. M. A. 
Bran_y. Rev. de med. y cirug. de la Habana, 1924, xxix, 
59. 

Unusual attempt at spontaneous recovery of an incar- 
cerated hernia. S. von RENNER. Deutsche Ztschr. f. 
Chir., 1923, clxxxii, 268. 

A case of subdiaphragmatic abscess. E. Meynier. Riv. 
di ginec., ostet., pediat., e med. gen., 1923, xviii, 301. 


Gastro-Intestinal Tract 


Syphilis of the alimentary tract. D. D. Pautus. J. 
Oklahoma State M. Ass., 1924, xvii, 7 

Gastro-intestinal cases as studied during twenty-nine 
years active practice of medicine in Atlantic City. W. B 
Stewart. J. Med. Soc. N. Jersey, 1924, xxi, 16. 

Cast of stomach formed by a mass of foreign bodies. 
C. J. MarsHate. Brit. J. Surg., 1924, xi, 590. 

Foreign bodies in stomach. y. D. Grirrita. J. Am. M. 
Ass., 1924, Ixxxii, 31. 

Gastroptosis. G. EpHoitm. Acta med. Scand., 1924, Ix, 


33: 

The surgical treatment of idiopathic gastroptosis. O. 
MarsuesINi. Policlin., Rome, 1924, xxxi, sez. chir., 26. 

Defects in the contour of the stomach simulating 
Haudek’s niche. A. Bass_er and J. R. Lutz. Am. J. 
Roentgenol., 1924, xi, 74. 

Gastric diverticulum due to an aberrant pancreas. F. 
Vict and M. GamBerrtnt. Riforma med., 1924, xl, 


Gastro-intestinal motility. J. C. Statey. Minnesota 
Med., 1924, vii, 30. 

The influence of the pylorus upon the character of the 
gastric secretion. KOENNECKE and JUNGERMANN. Klin. 
Wchnschr., 1923, ii, 1973. 

The pyloric syndrome in children. G. RuELLE. Bru- 
xelles-méd., 1924, iv, 304. 

Acute dilatation of the stomach. R. Gr1rGENsony. 
Arch. f. klin. Chir., 1923, cxxv, 463. 

Gastroscopy: a new method for introduction of the 
gastroscope. G. F. Hretstey. J. Am. M. Ass., 1924, 
Ixxxii, 207. 

Technique of gastroscopy. H. Etsner. Deutsche med. 
Wehnschr., 1923, xlix, 1422. 

New observations of the sensory physiology which tend 
to decrease the danger of gastroscopy. W. STERNBERG. 
Zentralbl. f. Chir., 1923, 1, 156r. 

Clinical gastrotonometry: gas insufflation in gastric 
therapeutics. R. GAuLTIER. Presse méd., Par., 1924, 
xxxii, 47. 

Gastric crises cured by vagotomy. E. THomsen. Acta 
med. Scand., 1924, lx, 66. 

The chronic dyspepsias of women. A. J. WALTON. 
Lancet, 1923, CCV, 1333. {412) 

Focal infection in ulcer of the stomach. T. NAKAMURA. 
Ann. Surg., 1924, Ixxix, 29. 413 

The pathology of gastric ulcer. Part I. The Etiology 
of peptic ulcer. Part II. Pathological observations on 
gastric and duodenal ulcer. M. J. Stewart. Brit. M. J., 
1923, 955, 1021. |414} 

Gastric and duodenal ulcers: indications for their surgi- 
cal treatment and considerations upon their diagnosis. 
L. Serrapa. Arch. francgo-belges de chir., 1923, xxXvi, 
1101. 

Surprises in gastroduodenal ulcers. LeEICHSHENRING. 
Prog. de la clin., Madrid, 1924, xxvii, 43. 

Certain factors to be considered in prognosing cure of 
peptic ulcer. F. Smrrutes. Ann. Clin. Med., 1924, ii, 
262. 

Antacids in the medical management of peptic ulcer. 
H. F. Suarruck, E. L. RonpENBURG, and L. E. Boourr. 
J. Am. M. Ass., 1924, Ixxxii, 200. 

Gastric and duodenal ulcer: medical treatment and 
surgical indications. F. F. CArMAn. J. Med. Soc. N. 
Jersey, 1924, XXi, I. 


R 
sl 
I 
t 
d 
a 
1 
y 
1 
| 
: 


The choice of _——* in gastric and duodenal ulcer. 
R. P. Suttivan. Med. J. & Rec., 1924, cxix, 98. 

Organic hour-glass stomach with some reference to its 
surgical treatment. H. P. Dovus. Am. J. Roentgenol., 
1924, Xi, 67. 

‘cone perforation of gastric and duodenal ulcers. V. 
Pavcuet. Paris Chir., 1923, xv, 441. 

Four observations of ulcers perforating into the peri- 
toneal cavity. B. Despias and P. Frepet. Bull. et mém. 
Soc. nat. de chir., 1924, 1, 8. 

Acute perforated ulcer of the stomach. J. A. Mc- 
Creery. Ann. Surg., 1924, xxix, 91. {415} 

The justification of resection in perforating gastric and 
duodenal ulcers. H. Riese. Arch. f. klin. Chir., 1923, 
CXXVii, 327. 

A technique for the excision of ulcers high in the stom- 
ach. G. Luquet. Arch. frango-belges de chir., 1923, xxvi, 
1001. 

Complications following operation for gastric ulcer. S. 
S. Kusmin. Verhandl. d. Russ. Chir. Kong., Petrograd, 
1923. |416] 

Recurrent ulcer of the stomach and duodenum: clinical 
notes on incidence, diagnosis, and etiology. G. B. Euster- 
MAN. Minnesota Med., 1923, Vi, 698. [416] 

Idiopathic circumscript phlegmon of the stomach. H. 
ZorprrEL. Deutsche Ztschr. f. Chir., 1923, clxxxii, 158. 

Syphilis of the stomach: roentgen appearance before 
and after treatment. L. T. LEWALb. Radiology, 1923, i, 
193. [417] 
A roentgenological study of benign tumors of the stom- 
ach. A. B. Moore. Am. J. Roentgenol., 1924, xi, 61. [417] 

A pedicled tumor of the stomach. Gosset, Loewy, and 
BertrANp. Bull. et mém. Soc. de chir. de Par., 1923, 
xlix, 1182. |418) 

Myoma - the stomach. E. Weser. Zentralbl. f. Chir., 
1923, 1, 155 

The aoa of ulcer carcinoma of the stomach. H. 
FInsteRER. Med. Klin., 1923, xix, 1425. 

The question of carcinomatous ulcer. T. PLAut. Arch. 
f. Verdauungskr., 1923, Xxxii, 51. 

Early diagnosis of gastric cancer. 
lab., 1924, iii, 50. 

Examination of stomach contents; early diagnosis of 
gastric cancer. C. ABAD. Clin. y lab., 1924, iii, 144. 

Pylorogastric cancer; gastropylorectomy; cure; develop- 
ment of a secondary cancer of the breast three years later 
in the absence of a demonstrable recurrence in the stomach. 
HARTMANN. Bull. et mém. Soc. de chir. de Par., 1923, xlix, 
1361. [418] 

Total resection of a carcinomatous stomach. G. KEt- 
unc. Arch. f. klin. Chir., 1923, cxxv, 458. 

Primary sarcoma of the stomach. H. von ENGELBRECHT. 
Arch. f. path. Anat. u. Physiol., 1923, ccxlvi, 122. 

A rare case of tumor of the small intestine. M. ArEsvu. 
Arch. ital. di chir., 1923, viii, 520. 

Biliary ileus; cholecystoduodenal fistula. BONNECAZE 
and LecHaux. Bull. et mém. Soc. anat. de Par., 1923, 
xcili, 710. 

Tleus due to a gall stone: report of a case. E. Moons 
and J. Gys. Arch. frango-belges de chir., 1924, xxvii, 53. 

Ileus due to ascarids. E. HenniG. Zentralbl. f. Chir., 
1923, 1, 1530. 

Spastic ileus. W. Korennecke. Muenchen. med. 
Wchnschr., 1923, Ixx, 981. {418} 

Duodenal hernia—a misnomer. ANDREWS. Surg., 
Gynec. & Obst., 1923, xxxvii, 740. |419| 


C. Asap. Clin. y 


Chronic occlusion of the duodenum by a mesenteric 
band in a case of gastroptosis; cure effected by duodeno- 
jejunostomy secondary to gastro-enterostomy. CoTTE and 
Carrive. Lyon chir., 1923, xx, 778. 


[419] 


BIBLIOGRAPHY OF CURRENT LITERATURE 


479 


Chronic occlusion of the duodenum occurring in vis- 
ceroptosis, based on a study of twenty-eight cases. D. 
VANDERHOOF and T. D. Davis. Virginia M. Month., 1923, 

|420) 


1, sor. 

Duodenal ulcers: their detection by photography. T. 
CARWARDINE. Bristol Med.-Chir. J., 1924, xli, 16. 

An unusual case of perforated duodenal ulcer. H. L. 
SCHURMEIER. J. Am. M. Ass., 1924, Ixxxii, 302. 

The surgical treatment of the non-resectable duodenal 
ulcer: resection of the stomach to exclude the ulcer. H. 
FinstereR. Wien. klin. Wehnschr., 1923, xxxvi, 

Diverticula of the jejunum; a case with enterolith caus- 
ing intestinal obstruction. C. M. Watson. Surg., Gynec. 
& Obst., 1924, xxxviii, 67. 

The relationship of jejunal ulcer to the use of unabsorb- 
able sutures. J. M. Renton. Glasgow M. J., 1923, n.s. 
xviii, 281. {420 

The causes of intestinal disease. A. BALDWIN. Proc. 
Roy. Soc. Med., Lond., 1924, xvii, Sect. Surg., 33. 

Symptoms of phlegmon of the intestine. R. LEucHTEN- 
BERGER. Arch. f. path. Anat., 1923, ccxlvi, 418. 

A clinical lecture on chronic intestinal stasis: or our 
mechanical relationship to our surroundings. Sir W. A. 
Lane. Brit. M. J., 1924, i, 142. 

Two cases of infestation of the intestine with larva of 
species of fannia. A. G. Nicuotts. Canadian M. Ass. J., 
1924, Xiv, 42. 

Surgical and parasitological notes on four cases of intes- 
tinal obstruction due to accumulation of large numbers of 
round worms. J. J. Levin and A. Porter. Brit. J. Surg., 
1924, xi, 432. 

Two unusual cases of intestinal obstruction. C. P. G. 
WAKELEY. Lancet, 1924, ccvi, 180. 

The réle of anhydremia and the nature of the toxin in 
intestinal obstruction. T. INGvALpsEN, A. O. Wurppte, 
L. Bauman, and B. C. Smitn. J. Exper. Med., 1924, 
XXXiX, I17. 

The treatment of intestinal obstruction. Str W. TAytor. 
Canadian M. Ass. J., 1924, xiv, 12. 

Surgical treatment of constipation. G. Broke. 
xelles-méd., 1924, iv, 285. 

The value of enterostomy. C. D. Brooks and W. R. 
Cuinton. J. Michigan State M. Soc., 1924, xxiii, 3. 
Aseptic technique for resection of intestine. 

Horne. Ann. Surg., 1924, Ixxix, 100. 

Resection of the large intestine by means of invagina- 
tion. C. FALKENBURG. Arch. f. klin. Chir., 1924, cxxvii, 
407. 

A case of Hirschsprung’s disease: unusual method of 
management. H. C. Bercer. Med. Clin. N. Am., 1924, 
vii, 1175. 

Clinical and radiological study of pathugenesis of mega- 
colon. R. RomMant. Riforma med., 1924, xl, 81. 

The treatment of megacolon in childhood. E. Monnter. 
Schweiz. med. Wchnschr., 1923, liii, 973. 

Value of caecostomy in advanced cancer cases associated 
with obstruction. W. E. HartsHorn. Boston M. & S. J., 
1924, CXC, 95. 

Ptosis and torsion of the cecum. R. ARAYA. Semana 
méd., 1924, xxxi, 66. 

Three specimens of atonic caecum removed by operation. 
L. E. C. Norsury. Proc. Roy. Soc. Med., Lond., 1924, 
xvii, Sect. Surg., 44. 

Cxcocolic stasis from pericecal and pericolic membranes 
and adhesions. N. Leorra. Ann. ital. di chir., 1924, iii, 
28. 

Inflammation of the caecum: 
endemic occurrence. A. Fonio. 


1923, lili, 947. 


Bru- 


infectious causes and their 
Schweiz. med. Wchnschr., 


480 


A case of rupture of the cacum due to cancer of the 


hepatic flexure of the colon. Laqurére. Bull. et mém. 
Soc. anat. de Par., 1923, xciii, 707. 

The relative frequency of the various positions of the 
vermiform appendix, as ascertained by an analysis of 3,000 
cases. R. J. GLapsToNE and C. P. G. WAKELEY. Brit. J. 
Surg., 1924, xi, 503. 

Hysterial appendicitis; case report. J. H. FRaAncis. 
Mil. Surgeon, 1924, liv, 97. 

Present day attitude to appendicitis. C. 
Virginia M. Month., 1924, |, 714. 

Appendicitis: unusual early — 
Dansey. Med. J. Australia, 1924, i, 3 

Appendicitis complicated by Lote. 
Ann. ital. di chir., 1924, iii, 9. 

Acute appendicitis within a hernia sac. 
GAASBEEK. U.S. Naval M. Bull., 1924, xx, 43. 

Simultaneous appendicitis and cholecystitis. 
IpENzA. Rev. espaii. de cirug., 1923, Vv, 477. 

Appendicitis with arrested development of the ascending 
colon. M. Rapp. Zentralbl. f. Chir., 1923, 1, 1541. 

Mistakes in the treatment of acute appendicitis. F. K. 
Boranp. J. Med. Ass. Georgia, 1924, xiii, 1. 

The postoperative complications of acute appendicitis. 
S. Coun. Internat. J. Med. & Surg., 1924, xxxvii, 9. 

Chronic appendicitis. J. MANNABERG. Wien. med. 
Wchnschr., 1923, xxiii, 1605. 

Chronic appendicitis—is it a myth? J. R. Eastman. 
Surg., Gynec. & Obst., 1924, xxxviil, 75. 

Symptomatology and radiological findings in chronic 
appendicitis. B. C. Cusyway and R. J. Marer. Radi- 
ology, 1923, i, 212. [421] 

Notes on 350 appendectomies. U. S. 
Naval Bull., 1924, xx, 7. 

The transverse colon: surgical anatomy. R. LABAN. 
Presse méd., Par., 1924, xxxii, 55. 

The significance of anatomical relations in pathology and 
surgery of the transverse colon. P. KupriJANorr. Arch. 
f. klin. Chir., 1923, cxxv, 535. 

A case of resection of the transverse colon and part of 
the ileum for a growth. J. P. LockHart-MumMery. 
Proc. Roy. Soc. Med., Lond., 1924, xvii, Sect. Surg., 43. 

The development of chronic mesenteric peritonitis and 
its relation to the sigmoid flexure. Kent and Ers. Arch. 
f. path. Anat. u. Physiol., 1923, ccxlvi, 285. 

Impressions of European proctology. L. J. HtrscHMAN. 
J. Michigan State M. Soc., 1924, xxiii, 1 

A case of rectal prolapse due to vesical calculus. R. 
Rept. Policlin., Rome, 1924, xxxi, sez. part., 119. 

Stricture of the rectum. C. Rosser. Texas State J. 
M., 1924, xix, 508. 

Resection of cancer of the rectum. Oxtnczyc, Hart- 
MANN, Faure, Cunféo and Others. Bull. et mém. Soc. de 
chir. de Par., 1923, xlix, 1469. {421] 

Carcinoma of the rectum. E. Fiscuer. J. Am. M. Ass., 
1924, Ixxxii, 10. 

Cancer of the rectum. B. H. BEELER. Am. Med., 1924, 
XXX, 44. 

Non-pigmented sarcoma of the rectum. G. CRESCENZI. 
Riforma med., 1924, xl, 25. 

Pain as an evidence of anorectal disease. C. J. DRUECK. 
Illinois M. J., 1923, xlv, 58. 

Observations on Whitehead’s hemorrhoid operation. A. 
DztaALoszynski. Zentralbl. f. Chir., 1923, 1, 1630. 


R. Rosins. 
St. J. W. 
D. GrtorpDano. 
C. B. Van 


ALVAREZ 


L. W. JoHNson. 


Liver, Gall Bladder, Pancreas, and Spleen 


The effect of experimental exclusion of the liver on the 
' formation of bile pigment. J. W. M’NEE and B. Prusfx. 
J. Path. & Bacteriol., 1924, xxvii, 95. 


INTERNATIONAL ABSTRACT OF SURGERY 


Some observations on the phenoltetrachlorphthalein 
test of liver function. D. N. StrvermMan. N. Orleans M. 
& S. J., 1924, Ixxvi, 333. 

Phenoltetrachlorphthalein liver test. S. S. GREENBAUY 
and H. Brown. J. Am. M. Ass., 1924, Ixxxii, 88. 

Liver and chronic abdominal infection. C. G. Hey, 
Ann. Surg., 1924, Ixxix, 55. |421} 

Solitary wie cyst of the liver. H. V. Stas, 
N. Orleans M. & S. J., 1924, Ixxvi, 325. 

An intrahepatic cyst of the biliary tract with stone for- 
mation. G. Domack. Zentralbl. f. allg. Path. u. path. 
Anat., 1923, XXXiVv, 5. 

Hydatid of the principal biliary passages; perforation of 
the right hepatic duct; choleperitoneum. Leconre, 
Leveur, MEénécaux, and Monop. Bull. et mém. Soc. 
anat. de Par., 1923, xciii, 662. 

Lipoma of the liver. L. Corntt and R. Leroux. 
et mém. Soc. anat. de Par., 1923, xciii, 671. 

Reconstructing an injured anomalous hepatic duct. W. 
Watters. Ann. Surg., 1924, lxxix, 78. 

Ascariasis of the intrahepatic bile ducts. 
Motta. J. Am. M. Ass., 1924, Ixxxii, 85. 

Hepatopexy by Parlavecchio’s method. L. De Luca. 
Ann. ital. di chir., 1924, iii, 13. 

Some practical points in the diagnosis and treatment of 
gall-bladder disease. W. L. Pepte. Virginia M. Month., 
1924, l, 692. 

Diagnosis of the diseased gall bladder. L. H. Fritz. 
J. Iowa State M. Soc., 1924, xiv, 12. 

The significance of glycosuria in gall-bladder and duct 
diseases. J. A. Licuty. Am. J. M. Sc., 1924, clxvii, 1. 

The suppression of gastric chemism in gall-bladder dis- 
ease and its significance for internal and surgical therapy. 
A. Onty. Arch. f. Verdauungskr., 1923, xxxii, 61. 

The coexistence of cholecystitis and duodenal ulcer in 
the same case; with the report of several recent cases. 
A. MacLaren and H. Oertinc. Surg., Gynec. & Obsi., 
1924, XXXViil, 92. 

Observations on some cases of gall-stone formation. I. 
Experimental cholelithiasis in the absence of stasis, infec- 
tion, and gall-bladder influences. II. On certain special 
nuclei of deposition in experimental cholelithiasis. P. 
Rous, P. D. McMaster, and D. R. Drury. J. Exper. 
Med., 1924, xxxix, 77, 97. 

Some remarks on gall stones. 
M. J., 1924, i, 149. 

The “warning symptoms”’ of gall stones. 
Med. Press, 1924, n.s. cxvii, 51. 

Cholelithiasis, with special reference to biliary infections 
and pancreatic complications. F. Scuuprer. Riforma 
med., 1923, XXXiX, 1070. {422| 

Observations on the results of 280 operations for gall 
stones. A. BRENTANO. Arch. f. klin. Chir., 1923, cxxvii, 
275. 
Remarks on the surgical treatment of gall-stone disease. 
G. StnceR. Med. Klin., 1923, xix, rors. 

Experimental research on cholecystogastrostomy. M. 
AGRIFOGLIO. Ann. ital. di chir., 1923, ii, 1265. 

The contra-indications to cholecystectomy. J.H. Gibbon. 
Atlantic M. J., 1924, xxvii, 196. {423} 

Recurrent cholelithiasis. H. R. Decker. Atlantic M. J.. 
1924, xxvii, 198. 23) 

Opinions on various questions in gall-bladder surgery 
based on 1,000 operations. S. McGuire. Virginia M. 
Month., 1924, 1, 688. [424 

Topography of the extrahepatic biliary tract. A. pe 
Castro. Policlin., Rome, 1924, xxxi, sez. chir., 8. 

Certain medical and surgical aspects of disease of the 
— apparatus. W. J. Mayo. Illinois M. J., 1924, xlv. 


Bull. 


L. Cunna 


J. L. Stretton. Brit. 


L. BiGnon. 


4 

7 
rub 
BE 
] 
R. 
( 
0. 
I 
duc 
fra 
( 

M. 
tra 
192 
7 

to 
Ho 
Pr 

n 
1 
pat 
obs 
Su 
Bri 
bet 
20; 
Fo 
193 

M. 
bili 
foll 
19: 
J 

Sc. 
: 
exe 
] 

H. 
] 
Ar 
] 

D. 
I 
sta 
of | 

Ixx 
ing 
d’o 
lige 


BIBLIOGRAPHY OF CURRENT LITERATURE 


The icterus index (a quantitative estimation of bili- 
rubinemia): an aid in diagnosis and prognosis. A. R 
Bernurim. J. Am. M. Ass., 1924, Ixxxii, 291. : 

Knotting of the duodenal tube during biliary drainage. 
R.S. Boies. J. Am. M. Ass., 1924, Ixxxii, 303. 

Obstruction of the choledochus by echinococcus cysts. 
OQ. KincreEN. Deutsche Ztschr. f. Chir., 1923, clxxxii, 404. 

Four cases of inflammatory stenosis of the main bile 
duct: subserous Kehr’s operation. L. Trxter. Arch. 
franco-belges de chir., 1924, xxvii, 1. 

Carcinoma of the papilla of Vater. I. ABELL. South. 
M. J., 1924, xvii, 24. ia 

A clinical review of 119 cases of disease of the biliary 
tract treated surgically. L. Lazzartni. Arch. ital. di chir., 
1923, Vili, 541. 

The physiology of the pancreas, with special reference 
to the pancreatic function in general metabolism. T. 
Hovcu. Virginia M. Month., 1924, 1, 655. 

Surgical lesions of the pancreas. J. W. Ross. Canadian 
Pract., 1924, xlix, 1. 

The pathology of the pancreas. K. D. Graves. Vir- 
ginia M. Month., 1924, 1, 66r. 

The diagnosis and medical aspects of diseases of the 
pancreas. J. H. Smita. Virginia M. Month., 1924, 1, 662. 

Subacute pancreatitis in association with acute intestinal 
obstruction in a newborn infant. T. T. Hiccins. Brit. J. 
Surg., 1924, xi, 592. 

Acute pancreatitis. H. J. WARING and H. E. Grirritus. 
Brit. J. Surg., 1924, xi, 476. 

Acute hemorrhagic pancreatitis. M. Garcia Faure and 
J. M. ALLENDE. Semana méd., 1924, xxxi, 69. 

Acute pancreatitis with fat necrosis, complicated by dia- 
betic coma. J. Ropricuez. J. Am. M. Ass., 1924, Ixxxii, 
203. 
ie unusual malignant tumor of the pancreas. N. C. 
Foor, B. N. Carter, and M. J. Fitpse. Am. J. M. Sc., 
1924, clxvii, 76. 

The surgery of the pancreas. A. D. OwnBEY. Virginia 
M. Month., 1924, 1, 665. 

The spleen and digestion. Study IV. The spleen and 
biliary secretion: the reaction in bile-pigment secretion 
following splenectomy. W. DE P. INtow. Am. J. M. Sc., 
1924, clxvil, ro. 

Palpation of the spleen. W. S. Mrppteton. Am. J. M. 
Sc., 1924, clxvii, 118. 

Splenomegalias. W. J. Mayo. Boston M. &S. J., 1924, 
CXC, I. 

Diagnosis of conditions associated with splenomegaly. 
H. M. Conner. Minnesota Med., 1924, vii, 35. 

Experiences in surgery of the spleen. R. MuErHSAM. 
Arch. f. klin. Chir., 1923, cxxvii, 415. 

Fatal hematemesis after splenectomy for Banti’s disease. 
D. Woop and C. S. Geon. Brit. J. Surg., 1924, xi, 587. 


481 


Rupture of the spleen. J. C. McCracken. Ann. Surg., 
1924, Ixxix, 80. 424 

Traumatic rupture of the normal spleen; with a report of 
two unusual cases. H. K. WaLtAce. J. Missouri State 
M. Ass., 1924, xxi, 18. 

Spontaneous rupture of the leukemic spleen. HAMMES- 
FAnR. Zentralbl. f. Chir., 1923, 1, 1634. 

Splenectomy for traumatic subcutaneous rupture of the 
spleen: report of two cases. J. F. X. Jones. Am. J. Surg., 
1924, XXXVill, I1. 


Miscellaneous 


Some subcutaneous injuries of the abdomen. C. Ma- 
CAULEY. Irish J. M. Sc., 1924, v, 19; Med. Press, 1924, 
N.S. CXVii, 25, 47. 

Two cases of non-traumatic diaphragmatic hernia. J. 
M. Maprnavertia. Arch. de med., cirug. y especial., 1924, 
xiv, 121. 

Non-traumatic hernia of the diaphragm: an embryo- 
logical viewpoint. L. G. Ricuarps. Ann. Otol., Rhinol. 
& Laryngol., 1923, xxxii, 1145. 

The subacute abdomen in unrecognized typhoid fever. 
R. M. Harsin. J. Med. Ass. Georgia, 1924, xiii, 4. 

The “acute abdomen.” W. G. Crump. Am. J. Surg., 
1924, XXXxviii, 6. 

Observations on cutaneous hyperesthesia in acute ab- 
dominal disease. Z. Cope. Lancet, 1924, ccvi, 121. 

The acute abdomen: symptomatology and pathology. 
W. H. Irvine. Canadian M. Ass. J., 1924, xiv, 29. 

Symposium on differential diagnosis of abdominal le- 
sions. E. ArcuriBaLp. Canadian M. Ass. J., 1924, xiv, 
16. 

A plea for a more definite interpretation of abdominal 
pain. A. L. Levin. N. Orleans M. & S. J., 1924, Ixxvi, 


334- 

Surgical significance of abdominal pain. A. E. BiLirncs. 
Ann. Surg., 1924, Ixxix, 1. 

Subphrenic infection—cases illustrative of the different 
forms of this condition. L. CLENDENING. Med. Clin. N. 
Am., 1924, Vii, 1147. 

» Some uncommon cases of subphrenic suppuration. B. 
AKERBLOM. Acta med. Scand., 1924, Ix, 38. 

Abscess involving the liver, mediastinum, pericardium, 

and abdominal wall. F. B. Jurtan. Brit. M. J., 1924, i, 


IIo. 
Clinical and physiopathological studies of ascites. J. 
LEvesQqueE. Presse méd., Par., 1924, xxxii, 54. 


Retroperitoneal tumor. S. H. Baxter. Minnesota 
Med., 1924, vii, 42. 

Instruments left in the peritoneal cavity: the effect and 
results of this accident as shown by an analysis of forty- 
four hitherto unpublished cases. C. WuiTE. J. Obst. & 


Gynec. Brit. Emp., 1923, xxx, 601. 


GYNECOLOGY 


Uterus 


Pottart, R.: The uterosacral ligaments in uterine 
statics. R. PoLtart. Bruxelles-méd., 1924, iv, 245. 

The uterosacral ligaments and their relation to descensus 
of the uterus. J. F. Dicks. N. Orleans M. & S. J., 1924, 
Ixxvi, 330. 

The operative treatment of uterine retroversion follow- 
ing pregnancy. H. VioLet. Rev. franc. de. gynéc. et 
d’obst., 1923, xviii, 681. 

A note on the relative merits of operations on the round 
ligaments for retroversion of the uterus, with a suggestion 


for a procedure for increasing the scope of usefulness of the 
Alexander-Adams operation. J. H. Fercuson. J. Obst. 
& Gynec. Brit. Emp., 1923, xxx, 382. [426] 

Uterine inversion; its treatment. R. Rivest. Rev. méd. 
del Rosario, 1923, xiii, 393. 

Operation for uterine prolapse. F. A. Girt. Med. J. 
Australia, 1924, i, 37. 

Uterus didelphys. F. C. Newron. Ann. Surg., 1924, 
xxix, 102. 

The uterine sound is a dangerous and unnecessary in- 
strument. M. Hirscu. Ztschr. f. Geburtsh. u. Gynaek., 
1923, Ixxxvi, 385. 


482 


The treatment of gonorrhoeal endocervicitis by heat. 
B. C. Corpus and V. J. O'Connor. Surg., Gynec. & 
Obst., 1924, Xxxviii, 119. 

Repeated uterine hemorrhages, hysterectomy, recovery: 
case report. L. W. Frank. Kentucky M. J., 1924, xxii, 
20. 
The treatment of metrorrhagias with organic prepara- 
tions. E. ZwetreL. Arch. de med., cirug. y especial., 
1924, xiv, 5. 

Axial torsion of a uterine fibroma. L. Dreutaré. Bull. 
Soc. d’obst. et de gynéc. de Par., 1923, xii, 591. 

A uterine fibroma simulating interrupted pregnancy. 
ComMANDEUR and Eparvier. Bull. Soc. d’obst. et de 
gynéc. de Par., 1923, xii, 550. [426] 

The treatment of fibroids of the uterus. E. C. Roos. 
Illinois M. J., 1923, xlv, 50. 

A suprapubic abscess following roentgen treatment for 
uterine fibroma. R. pE VEGA BARRERA. Prog. de la clin., 
Madrid, 1923, xxvi, 641. [427] 

Syphilis versus carcinoma of the cervix uteri. A. S. 
Jarcer. Urol. & Cutan. Rev., 1924, xxviii, 1. 

Report of a case of adenocarcinoma of the body of the 
uterus. J. S. Horstey. Am. J. Obst. & Gynec., 1924, vii, 
106. 

Xanthoma formation in the mucous membrane of the 
uterus in the presence of carcinoma of the fundus. I. 
Duss. Zentralbl. f. allg. Path. u. path. Anat., 1923, xxxiv, 
145. 

" case of inversion of the uterus caused by a squamous- 
cell carcinoma of the fundus. H. WILLiaAmMson and G. F. 
ABERCROMBIE. J. Obst. & Gynec. Brit. Emp., 1923, xxx, 
643. 
The application of radium in operable or borderline 
cases of carcinoma of the cervix uteri before operation. 
H. H. Bowrnc. Radiology, 1923, i, 199. 

The action of radium upon cancer of the cervix. T. 
ZBINDEN. Ohio State M. Ass., 1924, xx, 14. 

The surgical fight against cancer of the uterus. MArtt- 
noTti. Riv. di ginec. ostet., pediat. e med. gen., 1923, 
XViii, 347. 

The treatment of cancer of the uterus. C. W. Moors. 
Ohio State M. Ass., 1924, Xx, 10. 

Systematic employment of Mickulicz drainage in hys- 
terectomy for cancer of the cervix of the uterus. J. L. 
Faure. Bull. Soc. d’obst. et de gynéc. de Par., 1923, xii, 
521. [427] 


Adnexal and Peri-Uterine Conditions 


Yatren-casein in the treatment of ambulatory patients 
with inflammatory tumors of the adnexa. F. Rtek. 
Zentralbl. f. Gynaek., 1923, xlvii, 1850. 

Preliminary notes on Rubin’s method of inflating the 
tubes, with modifications of the apparatus. B. SoLtomons. 
Med. Press, 1924, n.s. cxvii, 85. 

A new method of determining the patency of the fal- 
lopian tubes in cases of sterility due to their obstruction. 
G.S. Currier. J. Obst. & Gynec. Brit. Emp., 1923, xxx, 
586. 

A simplified method for testing the permeability of the 
tubes. A. MANpELSTAMM. Zentralbl. f. Gynaek., 1923, 
xlvii, 1764. 

A practical consideration of the Rubin technique and 
its modifications for transuterine insufflation. A. JAcoBy. 
Arch. francgo-belges de chir., 1923, xxvi, 995. 

A simple apparatus for recognizing the permeability of 
the tubes te air. F. ENGELMANN. Zentralbl. f. Gynaek., 
1923, xlvii, 1760. 

A method of tubal insufflation. B. Orrow. 
f. Gynaek., 1923, xlvii, 1752. 


Zentralbl. 


INTERNATIONAL ABSTRACT OF SURGERY 


Congenital torsion of a fallopian tube. Laqutézre. Bull, 
et mém. Soc. anat. de Par., 1923, xciii, 705. 

Two cases of torsion of a hydrosalpinx. J. P. Tournevy. 
Bull. Soc. d’obst. et de gynéc. de Par., 1923, xii, 581. 

Tuberculous salpingitis. M.T. WAHL. Surg. Clin. N. 
Am., 1923, iii, 1557. 427] 

Xanthoma of the fallopian tube. C. DAnier and A. 
Bases. Gynec. si obst., 1923, ii, 9. 

The influence of qualitative nutrition on the function of 
the generative gland. A. Ecxstern. Arch. f. d. ges, 
Physiol., 1923, cci, 16. 

Menstruation and ovulation (its relation to the internal 
secretion of the ovaries). J. FiscHer. Wien. med. 
Wehnschr., 1923, xxiii, 1851. 

The relation between the genital gland and breast func- 
tion. B. Scuweirzer. Zentralbl. f. Gynaek., 1923, xlvii, 


The relation of the endometrium to ovarian function, 
C. C. Norris and M. Voct. Surg., Gynec. & Obst., 1924, 
XXXViii, 33. 

Observations on the viability of the mammalian ovum. 
C. Hartman. Am. J. Obst. & Gynec., 1924, vii, 40. 

The function of the corpus luteum. J. Marsvno. 
Monatsschr. f. Geburtsh. u. Gynaek., 1923, Ixiv, 317. 

Interstitial ovarian gland in the newborn. J. Marsuno. 
Ztschr. f. Geburtsh. u. Gynaek., 1923, Ixxxv, 523. 

Ovarian insufficiency. J. H. Hutton. Illinois M. J., 
1924, xlv, 37. 

Ovarian epilepsy. C. Everke. Monatsschr. f. Geburtsh. 
u. Gynaek., 1923, Ixi, 256. 

Ovarian feeding. J. Rocers. Med. J. & Rec., 1924, 
CXiX, 32. 

Ovarian cyst twisted separated from its attachments 
and grafted to the great omentum: secondary torsion of 
the omental pedicle. J. Moreau and L. VAN Bocaert. 
Arch. frango-belges de chir., 1923, xxvi, 1036. 

Oophoritis and false ovarian cysts. BENTO DE Lemos. 
Arch. brasil. de med., 1923, xiii, 1157. 

Osseous segments in a pseudomucinous ovarian cyst. 
K. KuGe. Mitt. ueber allg. Path. u. path. Anat., 1923, ii, 


An infected ovarian cyst communicating with the rec- 


tum, hysterectomy, cure. CosTANtTint and Futconis. 
Bull. Soc. d’obst. et de gynéc. de Par., 1923, xii, 484. {428} 

Pregnancy after unilateral ovariotomy for cyst. L. 
Dieutark. Bull. Soc. d’obst. et de gynéc. de Par., 1923, 
xii, 598. 

Axial rotation of an ovarian tumor in a 6-year-old child. 
E. Henze. Zentralbl. f. Gynaek., 1923, xlvii, 1855. 

A pedicled fibroma of the right ovary simulating renal 
ectopia and a mixed cyst of the left ovary. M. Manon. 
Bull. et mém. Soc. anat. de Par., 1923, xcili, 666. 

A case of primary lymphoblastoma of the ovary. G. 
Petta. Policlin., Rome, 1924, xxxi, sez. chir., 51. 

Isolated metastasis of an ovarian carcinoma in the cervix 
and portio uteri. H. KuEstNeR. Monatsschr. f. Geburtsh. 
u. Gynaek., 1923, lxiv, 193. 

Postoperative roentgen treatment in cases of tumor of 
the ovary. M. Sprnetir. L’Actinoterapia, 1923, iii, 377. 

A case of left oophorectomy. L. F. ANGEL. Repert. de 
med. y cirug., 1923, xv, 7. 


External Genitalia 


Congenital absence of the vagina: formation of a vagina 
by transplantation of a loop of ileum. J. Vitterre. Arch. 
franco-belges de chir., 1923, xxvi, 1047. 

Anterior (prevaginal) suture of the levatores ani in the 
cure of vaginal prolapse. J. VANveRTS. Arch. franco- 
belges de chir., 1923, xxvi, 1056. 


] 
4 
\ ( 
4 t 
f 


BIBLIOGRAPHY OF CURRENT LITERATURE 


stay ulcer of the vagina of undetermined origin. I. 
Kross. Am. J. Obst. & Gynec., 1924, vii, 103. 

Four bows of vesicovaginal fistula treated by a simple 
operative procedure. M. Rosso. Rev. argent. de obst. y 
ginec., 1923, Vii, 346. 

The treatment of vulvar cancer. P. Petit-DUTAILLIs. 
Gynécologie, 1923, xxii, 513. 429 

A case of sarcoma of the vagina. J. P. TourNevux. 
Bull. Soc. d’obst. et de gynéc. de Par., 1923, xii, 593. 


Miscellaneous 


The scope of the department of gynecology in the Mis- 
souri Pacific Hospital. G. GeLtHorN. J. Missouri State 
M. Ass., 1924, XXxi, 6. 

The relation between the thyroid and the female geni- 
talia. H. CurscuMann. Muenchen. med. Wchnschr., 
1923, Ixx, 912. 

The relation between the thyroid and the female geni- 
talia. H. Knaus. Muenchen. med. Wchnschr., 1923, Ixx, 


669. 

Clinical studies of the relation of the appendix to the 
female genital organs. O. BEUTTNER. Gynécologie, 1923, 
xxii, 621. 

Menstruation. F. H1rscHMANN. Wien. med. Wchnschr., 
1923, Ixxiii, 685, 1060. 

The breast and menstruation. PoLano. Arch. f. Gynaek., 
1923, CXX, 259. 

The effect of the placenta on menstruation. A. Jacosy. 
Med. Press, 1924, n.s. Cxvii, 11. 

Menstruation and choline metabolism. E. StepurG and 
W. PatzscuKE. Ztschr. f. d. ges. exper. Med., 1923, xxxvi, 


24. 
: The disturbances of menstruation and the influence of 
organic extracts. A. voN FEKETE. Monatsschr. f. Ge- 
burtsh. u. Gynaek., 1923, lxiv, 267. 

The etiology of menstrual exanthem. W. PAtzscHKE 
and E. Strepurc. Arch. f. Dermatol. u. Syph., 1923, cxlvi, 
55: 

Menstruation and its disorders at puberty and early 
adolescense. G. M. Brown. J. Michigan State M. Soc., 
1924, xxiii, 15. 

Menstruation and epilepsy. Winter. Arch. f. Gynaek., 
1923, CXX, 270. 

Leucorrhoea and its treatment. J. W. Burns. Prac- 
titioner, 1924, cxii, 53. 

The incidence of venereal disease in patients suffering 
with sterility. A. B. Spatptnc. California State J. M., 
1923, XXxi, 457. 

The significance of cervical pathology in sterility. A. 
\. Pettit. California State J. M., 1923, xxi, 459. — 

The adnexal organs in relation to sterility. c. 
Anperson. California State J. M., 1923, xxi, 460. i423) 

Tumors and displacements in relation to sterility. F. 
W. Lyncn. California State J. M., 1923, xxi, 463. [429] 


483 


What relation exists between the endocrine glands and 
sterility. F. M. Porrencer. California State J. M., 1923, 
xxi, 465. [429] 

The diagnosis and treatment of sterility. F. M. Loomis. 
California State J. M., 1923, xxi, 466. [429] 

Sterilization of women from a moral and legal view- 
point. G. Levirand C. Fino. Riv. de ginec., ostet., pediat. 
e med. gen., 1923, xviii, 341. 

A virgin bivalve speculum (adult length). V. C. Peper- 
sen. Am. J. Obst. & Gynec., 1924, vii, 108. 

The relation of backache to gynecology. W. P. GrAvEs. 
Boston M. & S. J., 1923, clxxxix, 1057. [431] 

Conservative gynecology. Q. U. NEWELL. J. Missouri 
State M. Ass., 1424, xxi, 3. 

Organotherapy in gynecological diseases. F. 
Wien. med. Wchnschr., i923, Ixxiii, 1613, 1666. 

Vaccine treatment of gonorrhoea in the female. L. 
Kraut. Monatsschr. f. Geburtsh. u. Gynaek., 1923, lxiv, 
203. 

Are substances injected intravenously stored in the fe- 
male — J. Ricuter. Arch. f. Gynaek., 1923, cxx, 
154, 16 

Hiydatid cysts of the pelvis. M. F. Dévé. Rev. de chir., 
Par., 1924, xliii, 5. 

Prophylactic treatment of chorionepithelioma. J. Leon. 
Rev. argent. de obst. y ginec., 1923, vii, 349. 


BARACH. 


Chorionepithelioma and vesicular mole. Qutrico CorDA. 

Riv. di ginec., ostet. pediat. e med. gen., 1923, xviii, 338. 
Primary chorionepithelioma of the broad ligament. 
BeERGERET and MouLoncuet. Gynéc. et obst., 192 
1 


28. 

The different histological varieties of female genital can- 
cer and their radioactive sensitivity. F. BrERTOLONI. 
Actinoterapia, 1923, iii, 238. 

Biological changes after weak roentgen irradiation in 
certain gynecological conditions. E. KLAFTEN. Zentralbl. 
f. Gynaek., 1923, xlvii, 1171. {432} 

The treatment of gynecological cancer with radio-active 
substances. A. DoEDERLEIN. Strahlentherapie, 1923, xv, 
760. 

Experiences with roentgen treatment of cancer in the 
Erlanger Gynecological Clinic. H. Wrntz. Strahlen- 
therapie, 1923, xv, 770. 

Gynecological deep X- -ray therapy. H. Martius. Bonn: 
Cohen, 1923. 

Methods of anesthesia in gynecology. ScHICKELE. 
Gynécologie, 1923, xxii, 612. 

Regional anesthesia in gynecology and obstetrics. W. 
R. MEEKER and B. E. Bonar. Surg., Gynec. & Obst., 
1923, XXXvii, 816. 

The operative treatment of incontinence of urine in the 
female. A. E. MANDELSTAMM. Verhandl. d. Russ. Chir. 
Kong., Petrograd, 1923. [432] 

The value of certain gynecological operations. H. K. 
Tutte. Am. J. Obst. & Gynec., 1924, vii, 43. 


OBSTETRICS 


Pregnancy and Its Complications 


The Abderhalden reaction. F. C. Smita and V. T. 
Surptey. Am. J. Obst. & Gynec., 1924, vii, 24. [433] 

Roentgen diagnosis of pregnancy. L. Epiinc. Ra- 
diology, 1924, ii, 1 

Duration of pregnancy and social position. S. PELLER 
and F. Bass. Zentralbl. f. Gynaek., 1923, xlvii, 1741. 

A case of simulated pregnancy and delivery. A. D. 
I-LtswortH. California State J. M., 1924, xxii, 5. 


Dental care during the prenatal period. W. N. Rowry. 
Am. J. Obst. & Gynec., 1923, vi, 737. [433] 

The histologic changes i in the ovaries during pregnancy. 
K. M. Wattuarp. Ztschr. f. Geburtsh. u. Gynaek., 1923, 
Ixxxvi, 74. [433] 

The Rosenthal liver function test in obstetrics. O. S. 
Kress and W. J. Dieckmann. Am. J. Obst. & Gynec., 
1924, Vii, 89. 

Urea synthesis in pregnancy. Kasoru. Arch. f. Gynaek 
1923, CXX, 104. 


484 


Blood volume in pregnancy. H. J. STANDER and A. N. 
Creapick. Bull. Johns Hopkins Hosp., Balt., 1924, xxxv, r. 

The development and structure of the human placenta. 
G.I. StrAcHAN. J. Obst. & Gynec. Brit. Emp., 1923, xxx, 

Pregnancy after bilateral breast amputation. G. H. 
SCHNEIDER. Monatsschr. f. Geburtsh. u. Gynaek., 1923, 
Ixiv, 295. 

Fibroma and pregnancy; hysterectomy after ineffective 
attempt at myomectomy. R. Grttes. Bull. Soc. d’obst. 
et de gynéc. de Par., 1923, xii, 577: 

Severe peritoneal symptoms in the third and eighth 
month of pregnancy caused by fibroma and simulating 
appendicitis; myomectomy; premature delivery; recovery. 
LAuRENTIE. Bull. Soc. d’obst. et de gynéc. de Par., 1923, 
xii, 613. 

Tuberculosis and pregnancy. E. Sercent. Gynec. si 
obst., 1923, ii, 3. 

What treatment is indicated by clinical experience in 
pulmonary tuberculosis complicating pregnancy? O. PAN- 
kow. Monatsschr. f. Geburtsh. u. Gynaek., 1923, Ixi, 
109. 

The management of pregnancy complicated by tubercu- 
losis. Voron. Gynécologie, 1923, xxii, 592. 

The management of pregnancy complicated by tubercu- 
losis. WEYMEERSCH and ALBRECHTS. Gynécologie, 1923, 
xxii, 602. 

Syphilis in pregnancy. R. A. JoHNsTON. 
J. M., 1924, xix, 498. 

On the influence of pregnancy on the Wassermann reac- 
tion and on the clinical manifestations of syphilis. F. J. 
Browne. J. Obst. & Gynec. Brit. Emp., 1923, xxx, 519. 

Tibiotarsal arthritis in the course of pregnancy; auto- 
serotherapy. AUDEBERT and BERNARDBEIG. Bull. Soc. 
d’obst. et de gynéc. de Par., 1923, xii, 597. 

Hemolytic and their relation to pregnancy 
and the puerperium. A. E. Kanter and I. Pitot. Surg., 
Gynec. & Obst., 1924, xxxviii, 96. 

Intestinal occlusion and appendicitis during pregnancy. 
G. PLACINTEANU. Gynec. si obst., 1923, ii, 25. 

Pernicious anemia of pregnancy. C. AUBERTIN. 
méd., Par., 1924, Xxxii, 13. 

Three cases of pregnancy with extravasation of blood 
associated with albuminuria. A. B. DANnBy. Proc. Roy. 
Soc. Med., Lond., 1924, xvii, Sect. Obst. & Gynec., ~. 

4 


Texas State 


Presse 


The non-protein nitrogen and uric acid in blood in vomit- 
ing of pregnancy. V. J. HARptING and K. Drew. J. Obst. 
& Gynec. Brit. Emp., 1923, xxx, 507. 

Studies of the toxemias of pregnancy as they occur in 
Glasgow. J. N. CruicKsHANK. J. Obst. & Gynec. Brit. 
Emp., 1923, XXX, 541. [434] 

An unusual intoxication of pregnancy. H. HEIDLer. 
Monatsschr. f. Geburtsh. u. Gynaek., 1923, xiii, 249. 

Toxemia of pregnancy signalized by nausea and vomit- 
ing. R. T. LAVAKE. J.-Lancet, 1924, xliv, 40. 

Glycemia of pregnancy. F. Detuca. Rev. frang. de 
gynéc. et d’obst., 1923, xviii, 697. 

A theory of eclampsia. W. ZANGENMEISTER. Rev. 
argent. de obst. y ginec., 1923, vii, 329. 

The blood sugar content in eclampsia. I. OBaTA and 
T. Hayasut. Arch. f. Gynaek., 1923, cxix, 80. 

Non-protein nitrogenous constituents of the blood in 
eclampsia and allied conditions. E. D. Prass. J. Am. M. 
Ass., 1924, Ixxxii, 266. [434] 

Lumbar puncture in eclampsia. VoRoN and MANTELIN. 
Bull. Soc. d’obst. et de gynéc. de Par., 1923, xii, 551. [435] 

Report of a case of anencephaly—diagnosis before onset 
of labor. A. M. CampsBett and P. W. Wituits. Am. J. 
Obst. & Gynec., 1924, vii, 104. 


INTERNATIONAL ABSTRACT OF SURGERY 


Dicephalus in a two months fetus; abortion. U. Cura. 
RABBA and G. CALpERINI. Riv. di ginec., ostet., pediat., 
e med. gen., 1923, xviii, 256. 

Premature engagement in a contracted pelvis; deforma- 
tion of the fetal head. Garrpuy and LaBorbeE. Bull. Soc. 
d’obst. et de gynéc. de Par., 1923, xii, 590. 

Disintegration of the placenta in uteroplacental apo- 
plexy. Nusrota. Gynéc. et obst., 1923, Vill, 495. [435] 

Intra- or extra-ovular metreurysis in placenta previa? 
R. Fatk. Monatsschr. f. Geburtsh. u. Gynaek., 1923, 
Ixiv, 145. 

Placenta previa in four successive pregnancies. W. 
GrturaTt. Proc. Roy. Soc. Med., Lond., 1923, Sect. Obst. 

Gynec., 2. 35) 

The management of placenta previa. J. P. Griuican. 
Nebraska State M. J., 1924, ix, 17. 

The treatment of placenta previa. C. CorrEA DA Costa, 
Rev. de gynec. e d’obst., 1924, xviii, 2. 

Spontaneous rupture of the uterus, with report of a case. 
R. S. Titus. Boston M. & S. J., 1924, exc, 157. 

Intra-uterine death of fetus at the end of pregnancy 
without recognizable cause. Mayer. Arch. f. Gynaek., 

1923, CXX, 99, 105. 

Active or expectant treatment of septic abortion? F. 
geen Monatsschr. f. Geburtsh. u. Gynaek., 1923, 

v, 308 

Views and observations on abortions. L. Drosty. N. 
York M. J. & Med. Rec., 1923, cxviii, 546. [435] 

The treatment of complicated abortion. L. Borcera. 
Gynec. si obst., 1923, ii, 21. 

Experience with 1,000 cases of abortion. D. S. Hixus. 
Surg., Gynec. & Obst., 1924, xxxviii, 83. 

Inflammation of the adnexa and pregnancy. H. H. 
Scumipt. Arch. f. Gynaek., 1923, cxx, 31, 43. 

Some notes on ectopic gestation. A. H. Marks. Med. 
J. Australia, 1924, i, 1. 

Leucocyte and erythrocyte sedimentation of the red cells 
in extra-uterine pregnancy and the diagnostic value. O. 
Gracert. Zentralbl. f. Gynaek., 1923, xlvii, 1723. 

An analysis of 400 cases of extra-uterine pregnancy. 
N. R. Mason and R. W. Storrs. Boston M. & S. J., 
1923, clxxxix, 914. 

Extra-uterine pregnancy at full term. J. J. Carin. 
J. Am. M. Ass., 1924, Ixxxii, 107. 

A case of extra-uterine pregnancy at term with a living 
child. P. DELLA Porta. Riv. ital. di ginec., 1975 36) 


. Abdominal pregnancy with favorable outcome at term— 
report of a case. C. H. Brown. Am. J. Obst. & Gynec., 
1924, Vii, 101. 

Ovarian pregnancy, with the report of a case. L. A. 
Sutton. Am. J. Obst. & Gynec., 1924, vii, 1 


A case of ovarian pregnancy. J. H. Martin and D. 
McIntyre. J. Obst. & Gynec. Brit. Emp., 1923, xxx, 
647. 
Further contributions to the hitherto reported case of 
ovarian pregnancy. H. Mertens. Zentralbl. f. Gynaek., 
1923, xlvii, 1737. 

Symptoms of rupture of ectopic pregnancy. A. Horvat. 
Zentralbl. f. Gynaek., 1923, xlvii, 1735. 

The treatment of the complications of pregnancy. 
AscHnerR. Arch. f. Gynaek., 1923, cxx, 96, 105. 


Labor and Its Complications 
Maternal and fetal consequences of delayed labor. W. 
= FRANKLIN. Rev. de gynec. e d’obst., 1923, xvii, 


oo and fetal consequences of delayed labor. J. 
N. Miteo. Rev. de gynec. e d’obst., 1924, xviii, 11. 


| 

Gy 
1 6 
; Ar 
Pr 
J. 

ca 
79 
an 

19 
E. 
dr. 
Pa 
Ob 
Gy 

A. 

di 
Ye 

M 
cx’ 
Ay 
va 
Re 
C1 
ha 
Be 

H 
pe 
50 
an 
Be 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Insutiiciency of labor pains. F. KERMAUNER. Arch. f. 
Gynack., 1923, CXIX, 379- 

“Shortening of abnormally long labor and alleviation of 
pain during labor. AscHNER. Arch. f. Gynaek., 1923, cxx, 
Fhe use of pituitary extract in labor. B. STEINBERG. 
Am. J. Obst. & Gynec., 1924, vii, 82. [437] 

Drugs which modify uterine contraction. H. VIGNEs. 
Presse méd., Par., 1924, xxxii, 70. 

Anwsthetic procedures in the course of labor. O. J. 
Rapin. Gynécologie, 1923, xxii, 607. 

Hypnosis in labor and the general practitioner. U. 
Fraxkr. Deutsche med. Wchnschr., 1923, xlix, 1341. 

The prognosis of labor with flat pelvis. SreceL. Arch. 
{. Gynack., 1923, CXX, 143. 

The use and abuse of obstetrical forceps. C. BERKELEY. 
J. Obst. & Gynec. Brit. Emp., 1923, xxx, 413. [437] 

The case against axis-traction forceps. J. C. Hirst. 
J. Am. M. Ass., 1924, Ixxxii, 295. [437] 

Changes of pressure inside the fetal craniovertebral 
cavity. B. CrotHERS. Surg., Gynec. & Obst., 1923, xxxvii, 
790. [438] 

Uterine rupture; Porro’s operation; recovery. AUDEBERT 
and FourNteR. Bull. Soc. d’obst. et de gynéc. de Par., 
1923, Xli, 589. 

Parturition with hydrocephalus and breech presentation. 
E. Azveitia. Siglo med., 1924, Ixxi, 34. 

A case in which over 3 feet of small intestine were 
dragged out through a perforation in the uterus. A. C. 
Patmer. Proc. Roy. Soc. Med., Lond., 1924, xvii, Sect. 
Obst. & Gynee., 15. 

Prolapse of the umbilical cord. G. HALTER. Muenchen. 
med. Wchnschr., 1923, Ixx, 1320. 

The occiput posterior. P. T. HARPER. Am. J. Obst. & 
Gynec., 1924, Vii, 53- [438] 

A case of delivery through the perineum. K. SCHEVEN. 
Zentralbl. f. Gynaek., 1923, xlvii, 1264. 

The delivery of the after-coming head. H. Beer. Wien. 
med. Wchnschr., 1923, Ixxiii, 1521. 

The repair of birth lacerations of the cervix uteri. L. 
A. Emcr. Am. J. Obst. & Gynec., 1924, vii, 16. [439] 

Cesarean section for a rare indication. G. Levi. Riv. 
di ginec., ostet. pediat., e med. gen., 1923, xviii, 286. 

A new type of casarean technique. A. M. Jupp. N. 
York M. J. & Med. Rec., 1923, cxviii, 572. [439] 

Report of a case of postmortem cesarean section. 
M. J. Stone. N. York M. J. & Med. Rec., 1923, 

[439] 


cxvili, 571. 


Puerperium and Its Complications 


Puerperal inversion of the uterus; three cases. J. P. 
AYLEN. J.-Lancet, 1924, xliv, 6. 

Digestive hemoclasia test during the puerperium: its 
value and significance. M. Riviere and L. DEL VALLE. 
Rev. frang. de gynéc. et d’obst., 1924, xix, 1. 

Functional tests of the kidney in the puerperium. F. 
CLavser. Riv. ital. di ginec., 1923, ii, 25. [439] 

A mucous polypus of the uterus causing postpartum 
hemorrhage. F. A. Nyutasy. Brit. M. J., 1924, i, 150. 

Puerperal anemia. H. Q. GALLupe and D. O'Hara. 
Boston M. & S. J., 1924, exc, 161. 

Diphtheria of the genital tract in puerperal women. R. 
H. Beek. J.-Lancet, 1924, xliv, 38. 

Direct transfusion for acute phthisis following the puer- 
perium. A. J. Prentice. Canadian M. Ass. J., 1924, xiv, 
50. 

Immunization against septicemia following childbirth 
and the radical operation for cancer of the uterus. H. J. 
Boipt. Med. Herald, 1924, xliii, 1. 


485 


Intrapartum and postpartum streptococcus septicaemia 
of extrapelvic origin. S.A. WoLre. Am. J. Obst. & Gynec., 
1924, Vil, 97. 

Puerperal gas bacillus infection. W. LEHMANN. Arch. 
f. path. Anat. u. Physiol., 1923, ccxlvi, 434. 

Gangrene of the extremities complicating puerperal 
sepsis. V. E. Cesky. Surg., Gynec. & Obst., 1924, 
XXXViii, 72. 

The treatment of puerperal sepsis. S. G. Luker. J. 
Obst. & Gynec. Brit. Emp., 1923, xxx, 592. 

The treatment of puerperal fever. K. Fink. Monatsschr. 
f. Geburtsh. u. Gynaek., 1923, lxiv, 305. 

The treatment of puerperal fever with silver-methylene 
blue. H. Baumm. Zentralbl. f. Gynaek., 1923, xlvii, 4or. 

The treatment of puerperal sepsis by yatren-casein 
strepto-yatren, or staphylo-yatren. Conrap. Zentralbl. 
f. Gynaek., 1923, xlvii, 1374. 

Three hundred and fifty cases of puerperal fever treated 
by curettage and continuous irrigation. GAUTHEIR and 
Lapornte. Bull. et mém. Soc. de chir. de Par., 1923, xlix, 
1463. [440] 

Surgical treatment of puerperal fever. 
Muenchen. med. Wchnschr., 1923, Ixx, 1275. 


E. VARELA. 


Newborn 


The newborn service in.a university hospital. L. T. 
Davipson and O. S. Kress. Am. J. Obst. & Gynec., 
1924, Vii, 32. 

The results of follow-up work with infants in a mater- 
nity hospital. W. L. Carr and B. Ratner. Am. J. Obst. 
& Gynec., 1924, vii, 73. 

Suction apparatus for removing mucus from the new- 
born. G. J. SrrEAN. Canadian M. Ass. J., 1924, xiv, 
46. 
The care of premature twins and triplets. F.C. Nerr. 
Med. Clin. N. Am., 1924, vii, 1183. 

The physiological loss of weight in the newborn and its 
control. E. A. RirsenreLtp. Am. J. Obst. & Gynec., 
1923, Vi, 728. 440) 

Blood pressure in the newborn. M. P. Rucker and 
J. W. Connett. Am. J. Dis. Child., 1924, xxvii, 6. 

Congenital defect of the skin of the newborn. F. L. 
Aparrand C. A. Stewart. Am. J. Dis. Child., 1924, xxvii, 
60 


Mediastinal emphysema in the newborn child following 
spontaneous delivery; resuscitation without insufflation. 
AUDEBERT and Gay. Bull. Soc. d’obst. et de gynéc. de 
Par., 1923, xii, 606. 

Venous infarction in a fetal liver. A. C. PALMER. 
Proc. Roy. Soc. Med., Lond., 1924, xvii, Sect. Obst. & 
Gynec., 18. 

Icterus of the newborn and hemoclastic crisis. FE. 
Harniss and S. Hetier. Zentralbl. f. Gynaek., 1923, 
xlvii, 1801. 

Icterus neonatorum and Widal’s reaction. G. LINzEN- 
MEIER and F. IvAnyr. Zentralbl. f. Gynaek., 1923, xvii, 
1805. 

Icterus in neonatorum. S. CserNa and S. Li—EBMANN. 
Klin. Wchnschr., 1923, ii, 2122. 

Polycystic kidneys and meningocele in three consecutive 
infants. P. WALTHER and LELIEve. Bull. Soc. d’obst. et 
de gynéc. de Par., 1923, xii, 535. 

The process of infection in a child in the presence of 
maternal mastitis. H. RuNnce. Zentralbl. f. Gynaek., 
1923, xlvii, 1748. 


Miscellaneous 


Progress in obstetrics. J. T. ALTMAN. South. M. J., 


1924, xvii, 32. 


480 INTERNATIONAL ABSTRACT OF SURGERY 


The trend of modern obstetrics. What is the danger? 
How can it be changed? B. M. Anspacu. Am. J. Obst. 
& Gynec., 1923, vi, 566. [440] 

The teaching of obstetrics and gynecology. W. B. 
Henpry. Am. J. Obst. & Gynec., 1923, vi, 583. [440] 

Roentgenographic pelvimetry. W. R. Mackenzie. J. 
Obst. & Gynec. Brit. Emp., 1923, xxx, 556. 441 

Morbidity in maternity. H. H. Skinner. Northwest 
Med., 1924, xxiii, 28. 

Serological investigations on the question whether the 
mother and child form a biological unit. Mayer. Arch. 
f. Gynaek., 1923, Cxx, 100, 105. 


Hormone of the placenta and the corpus luteum and the 
lipoid of the corpus luteum. S. FRAENKEL and M. Fonpa, 
Biochem. Ztschr., 1923, cxli, 379. 

The antitoxic action of serum against placental toxin, 
T. Hayasut. Arch. f. Gynaek., 1923, cxix, 29, 505. 

The value of the Meinicke precipitate reaction with 
cholesterinized and cholesterin-free extract in obstetrics, 
H. and E. Zentralbl. f. Gynaek., 1923, 

xvii, 1562. 

The etiology of the umbilical souffle. A. Hocuey- 
BICHLER. Wien. med. Wchnschr., 1923, xxiii, 1376, 1475, 
1520. 


GENITO-URINARY SURGERY 


Adrenal, Kidney, and Ureter 


Malformation of the adrenal glands with the clinical 
picture of Addison’s disease. H. R. Want. Med. Clin. 
N. Am., 1924, vii, 1257. 

Acromegaly associated with adrenal tumor. H.W. LonG 
and J. W. Gray. Med. J. & Rec., 1924, cxix, 38. 

Ganglioneuroma of the adrenal gland. J. F. MARTIN 
and J. Decuaume. Bull. et mém. Soc. anat. de Par., 
1923, Xciii, 688. 

Carcinoma of the suprarenal. L. D. Keyser and W. 
Watters. J. Am. M. Ass., 1924, Ixxxii, 87. 

Perinephritic abscess secondary to phlegmon of the 
hand. J.Satieras. Rev. Asoc. méd. argent., 1923, xxxvi, 


Cure of a retroperitoneal and perinephritic infection 
(abscess) by intravenous injection of mercurochrome. 
H. H. Younc. Bull. Johns Hopkins Hosp., Balt., 1924, 
XXXV, 14. 

Paranephritic tumor. 
argent., 1923, Xxxvi, 891. 

Research on the circulation: renal elimination and re- 
duction of methylene blue. E. ScHutMANN and L. L. 
Ju sTIN-Brsancgon. Arch. d. mal. d. reins et d’organes 
génito-urinaires, 1923, i, 586. 

Unilateral fused kidney. W. D. BreperBacu. Urol. & 
Cutan. Rev., 1924, xxviii, 35. 

Some rare anomalies of the kidney and ureter; with case 
reports. R.V. Day. Surg., Gynec. & Obst., 1924, xxxviii, 


R. Spurr. Rev. Asoc. méd. 


51. 

Duplication of the left renal pelvis and ureter. Bilateral 
pyelonephritis with atrophy. G. J. THomas. J. Urol., 
1924, Xi, 105. 

Chronic enterorenal syndrome with nephroptosis: colec- 
tomy, nephropexy, cure. PERRIER. J. d’urol., méd. et 
chir., 1923, xvi, 424. 442) 

Hydronephrosis, B. H. Nicnois. Am. J. Roentgenol., 
1924, Xi, 25. 

Hydro-ureter and hydronephrosis: a frequent secondary 
finding in cases of prolapse of the uterus and bladder. 
J. Bretraver and I. C. Rusin. Am. J. Obst. & Gynec., 
1923, Vi, 696. {442 

A case of congenital bilateral hydronephrosis. F. J. 
Poynton. Proc. Roy. Soc. Med., Lond., 1924, xvii, Sect. 
Study Dis. Child., 3. 

A case of traumatic laceration of a hydronephrosis. 
W. G. Nasu. Lancet, 1924, cevi, 128. 

The action of intravenous injections of sodium bicar- 
bonate upon the kidneys. E. Kettert. Am. J. M. Sc., 
1924, clxvii, 114. 

The diagnosis of the diseases of the kidney and the 
ureter. H. G. Grepitzer. Urol. & Cutan. Rev., 1924, 
XXVili, 13. 


Relief of a reflex anuria with diathermy treatment. 
R. GruenBAum. Wien. klin. Wchnschr., 1923, xxxvi, 


765. 

Pyelography. W. W. Gatpraitu. Glasgow M. J., 1924, 
N.S. 14. 

Contribution to the study of pyelography. L. M. 
CEBALLOS. Rev. méd. d. Sevilla, 1923, xlii, 1. 

Discussion on renal and splenic lesions. R. A. McComs. 
Canadian M. Ass. J., 1924, xiv, 27. 

Renal and splenic lesions as factors in upper abdominal 
disease. R. R. GRAHAM. Canadian M. Ass. J., 1924, xiv, 
20. 

Lesions of the left kidney due to contusion requiring 
removal. A. BARANGER. Bull. et mém. Soc. anat. de Par., 
1923, xciii, 648. 

A case of familial cystic kidney. J. Sprent. Med. J. 
Australia, 1924, i, 63. 

Some problems in the diagnosis of nephritis. W. R. 
OuLER. Boston M. & S. J., 1924, exc, 45. 

Hemorrhagic nephritis; decortication; recovery. PiLLet. 
J. d’urol., méd. et chir., 1923, xvi, 495. 

Three cases of renovesical colon-bacillus infection due to 
cecal stasis which were cured by intestinal anastomosis. 
Frangois. J. d’urol., méd. et. chir., 1923, xvi, 425. [442] 

Pyelitis. F. A. Girt. Med. J. Australia, 1924, i, 29. 

Acute infections of the urinary tract—pyelitis. L. D. 
Hopre. Arch. Pediat., 1924, xli, 29. 

Observations on the etiology of pyelitis. 
szky. Ztschr. f. Urol., 1923, xvii, 517. 

A consideration of pyelitis. J. U. Reaves. Urol. & 
Cutan. Rev., 1924, xxvili, 15. 

Ureteral reflux in the opposite kidney in the course of 
renal affections. GRANDINEAU. J. d’urol., méd. et chir., 
1923, XVi, 432. |442) 

The accidents and complications in so-called cured 
renal tuberculosis. R. Lévy. J. d’urol., méd. et chir., 


A. Matusor- 


1923, XVi, 352. |443) 
End-results of nephrectomy for tuberculosis. Rarin. 
J. d’urol., méd. et chir., 1923, xvi, 428. |443| 


Congenital syphilitic kidney. E. Fauci. Arch. f. path. 
Anat. u. Physiol., 1923, ccxlvii, 164. 

A case of true partial hydronephrosis from calculosis 
with heteroplastic ossification. U. Stoppato. J. d'urol., 
méd. et chir., 1923, xvi, 440. 

Calculi of unusual composition in bilateral renal lithiasis. 
R. Spurr. Rev. Asoc. méd. argent., 1923, Xxxvi, 919. 

Kidney stone with history of sixty years duration. C. I. 
Barnett. J. Urol., 1924, xi, 99. 

Calcification of the renal vein with bilateral ag 
lithiasis: report of case. W. C. Srirtinc and C 
Lawrence. J. Am. M. Ass., 1924, Ixxxii, 25. ; 

A case of stone in the kidney. W. L. Forsytu. Brit. 
M. J., 1924, i, 110. 


7 


n 
I 


I 
‘ 
I 
\ 
I 
u 
r 
I 
I 
P 
b 
909. ir 
n 
e 
L 
a 
J 
D 
cl 
t 
a 
L 
di 
G 
di 
A 
BI 


Cystin nephrolithiasis; report of case with roentgeno- 
raphic demonstration of disintegration of stone by 
alkalinization. A. J. CRowetL. Surg., Gynec. & Obst., 
1924, Xxxvili, 87, 

Bilateral nephrolithiasis; operation under local anes- 
thesia. A. E. Hertzcer. Surg. Clin. N. Am., 1925, i 


a of operations for renal calculus. ANDRE. 
J. @urol., méd. et chir., 1923, xvi, 429. ; 443] 

Two case reports of recurrent calculi. A. H. BLAKE. 
Radiology, 1924, ii, 37. 

Resection of the kidney in nephrolithiasis. H. H. 
Younc. Surg., Gynec. & Obst., 1924, xxxviii, 107. 

Unusual renal tumors. Str W. I. pE C. WHEELER. 
Irish J. M. Sc., 1924, Vv, 1. 

A malignant tumor of the kidney—malignant hyper- 
nephroma or perithelioma? J. B. Ducum. J. Path. & 
Bacteriol., 1924, xxvii, 124. 

Malignant papilloma of the renal pelvis associated with 
calculus. G. HapFietp. Brit. J. Surg., 1924, xi, 583. 

Renal hemorrhage of uncertain etiology. W. PETERS. 
Deutsche Ztschr. f. Chir., 1923, clxxxii, 273. 

Postoperative renal hemorrhage. A. JIANuU. Ztschr. f. 
urol. Chir., 1923, xiv, 38. 

The evolutionary history of renal surgery and of tempo- 
ral bone surgery. J. L. Firtu. Bristol Med.-Chir. J., 
1924, xli, 1. 

‘Surgical anatomy of the nerves of the kidney. Pretit— 
and FLANpRIN. Bull. et mém. Soc. anat. de 
Par., 1923, XCili, 635. 

The points of exit and the course of the posterior 
branches of the spinal nerves in the zone of the lumbar 
incision for nephrectomy. Bopper and Brovet. Bull. et 
mém. Soc. anat. de Par., 1923, xciii, 311. [443] 

A case of congenital unilateral dilatation of the ureter 
ending fatally. F. J. Poynron. Proc. Roy. Soc. Med., 
Lond., 1924, xvii, Sect. Study Dis. Child., 3. 

Primary carcinoma of the ureter; with a report of a case 
and a review of the literature. H. L. KRETSCHMER. Surg., 
Gynec. & Obst., 1924, xxxviii, 47. 

Permanent bilateral iliac ureterostomy. J. DUVERGEY. 
J. de méd. de Bordeaux, 1923, xcv, 813. 444 


Bladder, Urethra, and Penis 


Etiology of exstrophy of the bladder. C. E. von GEt- 
DERN. Arch. Surg., 1924, viii, 61. 

The interureteral bar. H. BLanc. J. d’urol., méd. et 
chir., 1923, xvi, 274. (445 

The trigone surgically considered; its pathology, a new 
method of diagnosis, and its operative management. E. M. 
Watson. J. Am. M. Ass., 1923, Ixxxi, 1758. [445] 

Studies on the ureter and bladder with especial reference 
to regurgitation of the vesical contents. R. C. Graves 
and L. M. Daviworr. J. Urol., 1923, x, 185. [445] 

Vesical diverticula. GonzALo PEpRoso y PEprRo G. 
Lequerica. Rev. méd. d. Sevilla, 1923, xlii, 23. 

Vesical diverticula. IzqgureRDo SANCHEZ. Rev. espaii. 
de cirug., 1923, Vv, 492. 

The causes of retention in cases of bladder diverticula. 
G. Practorius. Ztschr. f. urol. Chir., 1923, xiv, 46. 

A dermoid cyst of the pelvic connective tissue after false 
diverticulum of the bladder. A. BRENNER. Ztschr. f. 
urol. Chir., 1923, xiv, 58. 

Entrance of a bony sequestrum into the bladder in 
caries of the symphysis. L. LorrrLer. Ztschr. f. urol. 
Chir., 1923, xiil, 197. 

Acute cystitis of unusual etiology: report of three cases 
A. J. GREENBERGER, S. D. MANHEIM, and M. E. GREEN- 
BERGER. Urol. & Cutan. Rev., 1924, xxviii, 34. 


BIBLIOGRAPHY OF CURRENT LITERATURE 487 


Vesical syphilis. M. ARANDA. Med. Ibera, 1924, viii, 28. 
A new procedure for performing litholapaxy. A. E. 
GoxpsTEIN and J. F. Lutz. J. Am. M. Ass., 1923, Ixxxi, 
446 


31. 

An analytical study of 100 cases of selected vesical neck 
obstructions operated by the author’s cautery punch. 
J. R. Caurk and J. H. Sanrorp. J. Urol., 1924, xi, 45. 

Experiences with epithelial tumors of the urinary blad- 
der. E. Josepn and O. A. Scuwarz. Ztschr. f. Urol. 
Chir., 1923, xiii, 203. 

The new type of high-voltage roentgen therapy in the 
treatment of carcinoma of the bladder. C. A. WATERs. 
Am. J. Roentgenol., 1924, xi, 19. 

The results obtained after two years’ application of deep 
roentgen therapy in cases of cancer of the prostate and 
bladder. C. Heuser. Am. J. Roentgenol., 1924, xi, 23. 

The treatment of urethral stenosis. GRANVILLE Mac- 
Gowan. Rev. méd. d. Sevilla, 1923, xlii, 30. 

Obstructions of the posterior urethra by congenital 
valves: report of a case. A. H. HANSMANN. Boston M. 
& S. J., 1924, cxe, 12. 

Tuberculous cavernitis. O. Buzzt. Rev. Asoc. méd. 
argent., 1923, XXXxvi, 902. 


Genital Organs 


Tuberculous abscess of the prostate. E. Castano. 
Rev. Asoc. méd. argent., 1923, xxxvi, 906. 

A new conception of prostatic disease. F. Lecuru. 
Rev. méd. d. Sevilla, 1923, xlii, 9. 

General principles involved in the prostatic problem. 
J. H. Cunnincuam. Boston M. & S. J., 1924, exc, 6. 

An early case of carcinoma of the prostate associated 
with benign hypertrophy. E. C. SHaw. J. Urol., 1924, xi, 
63. 

Regional anwsthesia in surgery of the prostate gland 
and bladder. W. R. MEEpDER. J.-Lancet, 1924, xliv, 1. 

Perineal prostatectomy by a modified technique. J. R. 
Ditton. J. Am. M. Ass., 1924, lxxxii, 287. 

Hemorrhage following prostatectomy. F. LrGueu. 
Prog. de la clin., Madrid, 1924, xxvii, 85. 

An unusual termination of prostatic abscess and occlu- 
sion of the bladder after removal of the prostate. H. 
BoeMINGHAUS. Ztschr. f. urol. Chir., 1923, xiv, 63. 

The treatment of human tuberculosis in chronic un- 
specific epididymitis. E. ScHwarz. Arch. f. klin. Chir., 
1923, CXXvii, 474. 

Vasostomy for seminal vesiculitis: with a description of 
a new and improved technique for the operation. F. Krpp. 
Internat. J. Med. & Surg., 1924, xxxvii, 1. 

The internal secretion of the testis. K. M. WALKER. 
Lancet, 1924, ccvi, 16. 

Supernumerary testis; observations on a third testis 
histologically active. JeEANNIN and De tater. Bull. et 
mém. Soc. anat. de Par., 1923, xciii, 677. 

Testicular grafts in animals and in man. P. MAUCLAIRE. 
Arch. d. mal. d. reins et d. organes génito-urinaires, 1923, 
i, 446 
Experimental investigations of the réle of the Leydig, 
seminiferous, and Sertoli cells and the effects of testicular 
transplantation. M. TuHoreK. Endocrinology, 1924, 
viii, 61. 

A case of eunuchoidism with response to testicular im- 
plantation. C. E. Nrxon. Endocrinology, 1924, viii, 106. 

The operative reposition of the testis in the scrotum in 
cryptorchidism. I. BruskiNn. Ztschr. f. urol. Chir., 1923, 
xiv, gr. 

Malignant tumors of the testicle in children. A. A. 
KutzMann and T. FE. Gipson. Ann. Surg., 1923, Ixxviii, 
761. 


| 

4 

le 


The radical operation for hydrocele. C. W. BETHUNE. 


Urol. & Cutan. Rev., 1924, xxviii, 15. 

A simple method of cure of varicocele. W. Krause. 
Zentralbl. f. Chir., 1923, 1, 1630. 

Genital tuberculosis in males. R. REINECKE. Deutsche 
Ztschr. f. Chir., 1923, clxxx, 130. 


Miscellaneous 


Gynecologic urology: a neglected field. H. W. E. 
WALTHER. South. M. J., 1924, xvii, 28. 

Value of the “urea concentration factor” in urology. F. 
S. Patcu and I. M. Raptnowitcu. J. Urol., 1924, xi, 75. 

A standardized X-ray technique in urological examina- 
tions. J. W. Marcuttpon. J. Urol., 1924, xi, 83. 

The X-ray as a vital factor in the diagnosis of urologic 
lesions. A. H. Peacock and J. T. Dawson. Radiology, 
1924, li, 26. 

Intravenous injection of urotropin in inflammatory 
processes of the urinary tract. A. Cassuto. Policlin., 
Rome, 1924, xxxi, sez. prat., 81. 

The effect of intravenous injection of urotropin. G. 
von TakAts. Arch. f. klin. Chir., 1923, cxxv, 544. 

The treatment of tuberculosis of the urinary tract. 
J. B. Macatpine. Brit. M. J., 1924, i, 100. 

Progress in venereal disease control for 1922-23. W. M. 
Brunet. Med. Times, 1924, lii, 12. 

The diagnosis and treatment of acute gonorrhcea in the 
male. M. F. LAurMAN. Texas State J. M., 1924, xix, 500. 


488 INTERNATIONAL ABSTRACT OF SURGERY 


The culture of the gonococcus: its relation to vaccine 
therapy and to the diagnosis of the cure of gonorrhcea in 
the male. J. B. Giscarp. J. urol., méd. et chir., 1924, 
xVii, I. 

The present status of vaccine and serotherapy in gonor- 
rhoea. H. Minet and E. Desarns. J. d’urol., méd. et 
chir., 1923, Xvi, 390. 

Mercurochrome-220 soluble as a valuable adjuvant to 
the silver compounds in the treatment of gonorrhea and 
its complications. W. Von Lackum and B. H. Hacer, 
J. Am. M. Ass., 1923, Ixxxi, 1940. 

Recent advances in genito-urinary surgery and syphilis. 
E. G. BALLENGER and O. F. Etper. J. Med. Ass. Georgia, 
1924, xiii, 5. 

Hematuria—its significance. D. W. Mackenzie, 
Canadian M. Ass. J., 1924, xiv, 41. 

The significance of hematuria. T. M. Dorsey. Urol. 
& Cutan. Rev., 1924, xxviii, 19. 

The significance of hemorrhage from the urinary tract. 
W. W. Craven. South M. & S., 1924, Ixxxvi, 18. 

A case of filarial chyluria treated and cured by antimony 
tartrate. Dramantis. J. d’urol., méd. et chir., 1923, xvi, 
471. 

Four cases of antigangrenous serotherapy in the treat- 
ment of urinary infiltration. Pousson and BLancuor. 
J. d’urol., méd. et chir., 1923, xvi, 475. 

Low spinal analgesia in genito-urinary surgery: with a 
new method of combined analgesia for suprapubic opera- 
tions. R. J. Siverton. Med. J. Australia, 1924, i, 34. 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


Conditions of the Bones, Joints, Muscles, 
Tendons, Etc. 


Investigation in the process of bone formation. R. 
Epen. Klin. Wehnschr., 1923, ii, 1798. 

Regeneration of the diaphyses of the adult rabbit after 
resection: experimental research regarding the rdéle of the 
periosteum. LericHe and Haovur. Lyon chir., 1923, xx, 
838. [449] 

A case of traumatic disturbances of epiphyseal growth. 
H. Jessen. Deutsche Ztschr. f. Chir., 1923, clxxxii, 398. 

Studies in experimental rachitis: histological studies of 
the skeleton of rats treated with MacCollum’s rachitic 
diet. R. Stmon and E. ALLENBAcH. Bull. et mém. Soc. 
anat. de Par., 1923, xciii, 721. 

Multiple foci of osteitis secondary to pneumonia. A. 
ARMAND Ucon. Rev. méd. d. Uruguay, 1924, xxvii, 1. 

Mono-osteitic type of Paget’s disease of bone (osteitis 
deformans): report of three cases. F.C. NEwron. Arch. 
Surg., 1924, viii, 24. 

Bone cysts. C. RapERER. Rev. d’orthop., 1923, xxx, 


551. 

Bone cysts of adolescence. J. SéNEQuE. Presse méd., 
Par., 1924, xxxii, 62. 

Concerning non-cystic osteitis fibrosa in young people. 
G. Nové-JosseRaNnD. Rev. d’orthop., 1924, xxxi, 39. 

The treatment of acute osteomyelitis. A. J. OCHSNER. 
California State J. M., 1924, xxii, 3. 

Reconstructive therapy of bone and joint tuberculosis. 
R. P. Scuwartz. J. Bone & Joint Surg., 1924, vi, 133. 

Differential diagnosis between infection of bone and 
sarcoma of bone. H. L. Beye. J. Iowa State M. Soc., 
1923, xiii, 405. 

Neuro-arthropathies; a consideration of the etiology and 
general characteristics. H. B. Puitips and C. RosEN- 
HECK. J. Am. M. Ass., 1924, Ixxxii, 27. 


Bilateral symmetrical senile arthritis. L. Hemensatn. 
Arch. f. klin. Chir., 1923, cxxvii, 514. 

Gonorrheeal arthritis. W. A. SHEPHERD and B. Srein- 
BERG. Virginia M. Month., 1924, |, 695. 

Syphilitic arthritis and serological investigations with 
joint aspiration. A. PoEHLMANN. Deutsche Ztschr. f. 
Chir., 1923, clxxxii, 161. 

A case of luetic arthritis. O. B. DarpEN. South. M. & 
S., 1924, Ixxxvi, ro. 

Abortive treatment of pyarthrosis. E. Won Laver. 
Deutsche med. Wchnschr., 1923, xlix, 1183. 

Chronic arthritis in the adult, associated with spleno- 
megaly and leucopenia: a report of five cases of an un- 
usual clinical syndrome. A. R. Fetty. Bull. Johns 
Hopkins Hosp., Balt., 1924, xxxv, 16. 

Muscle tears. L. Pets. Med. Klin., 1923, xix, 1353. 

Ischemic muscle contracture. E. E1cuHorr. Ergebn. 
d. Chir. u. Orthop., 1923, xvi, 165. 

Synosteosis of the atlanto-occipital joint and the 
accompanying changes in the epistropheus. C. C. Sick. 
Arch. f. path. Anat. u. Physiol., 1923, ccxlvi, 448. 

Cervical ribs and hypertrophy of the transverse cervical 
processes: dorsalization of the seventh cervical vertebra. 
O. Crouzon. Presse méd., Par., 1923, xxxi, 969. 

A case of bilateral caput obstipum. K. BRaGarp. Ztschr. 
f. orthop. Chir., 1923, xliii, 445. 

Congenital elevation of the scapula. Dretcuer. Rev. 
d’orthop., 1923, xxx, 622. \449 

Congenital high-scapula, with which is included a con- 
sideration of brevicollis. D. M. Greic. Edinburgh M. J., 
1924, N.S. XXXi, 22. 

A case of snapping shoulder. W. R. Bristow. J. Bone 
& Joint Surg., 1924, vi, 53. 

Arm-chest adhesions, brachiothoracic adhesions, axillary 
webs. J. S. Davis. J. Bone & Joint Surg., 1924, vias 


d 
k 
E 
x 


a 
I 
1 
fi 
t 
a 
Vv 
1 
I 
x 
c 
u 
I 
( 
I 
} 
Z 
I 
7 
i V 
7 
r 
f 
A 
J 
d 
L 


| 


Epicondylitis of the humerus. E. JUNGMANN. Ergebn. 
d. Chir. u. Orthop., 1923, Xvi, 155. 

Tuberculous epicondylitis. M. P. ScHuELLER. Med. 
Klin., 1023, xix, 1225. 

Congenital absence of the ulna, radius, tibia, and fibula. 
E. Ranaup and A. Hoveracgue. Rev. d’orthop., 1924, 

Xi, 21. 

Bilateral congenital absence of the ulna. L. GrimAuLT 
and .\. EprractBra. Bull. et mém. Soc. anat. de Par., 
1923, xcili, 738. 

Radius curvatus—Madelung-Duplay deformity. R. 
Ianni. Ann. ital. di chir., 1924, iii, 40. 

A case of bilateral and congenital superior radio-ulnar 
synostosis. A. TRISTANT. Rev. d’orthop., 1923, xxx, 489. 

Spontaneous late rupture of tendon of the long extensors 
of the thumb, a characteristic injury associated with 
fracture of the radius or luxation of the semilunar, or dis- 
torsion of the wrist joint. W. OpErRMatTr. Schweiz. med. 
Wehnschr., 1923, liii, 977. 

Panaritium. M. Zur Vertu. Berlin: Springer, 1923. 

A special corset for some back conditions. J. L. PoRTER 
and P. Lewin. J. Am. M. Ass., 1923, Ixxxii, 32. [449] 

Absence of the sacrum and of the last two lumbar 
vertebra. P. Desrosses and A. Moucuet. Rev. d’orthop., 
1924, Xxxi, 61. 

Tuberculosis of the os coccygis. V. C. Davi. J. Am. 
M. Ass., 1924, Ixxxii, 21. 

Bone and joint causes of low back pain. R. B. Oscoop. 
Boston M. & S. J., 1923, clxxxix, 1059. 

Backache. C. FrotHincHAM. Boston M. & S. J., 1923, 
clxxxix, 1063. 

Chronic non-tuberculous arthritis of the hip in the young 
or growth coxites. Froreticn. Rev. de chir., Par., 1923, 
xlii, 473. 450 

Osteochondritis deformans juvenilis. A. H. GALvIN. 
Surg., Gynec. & Obst., 1924, xxxviii, 58. 

Some observations on essential coxa vara and osteo- 
chondritis. A. GuILLemtIn. Rev. d’orthop., 1924, xxxi, 51. 

Benign bone cysts (osteitis fibrosa)—acetabular cavity, 
upper end of the femur, trochanters, neck, or head. J. C. 
BLoopcoop. J. Radiol., 1924, v, 3. 

The question of nearthrosis formation in the hip joint. 
S. Kormann. Zentralbl. f. chir., 1923, 1, 1162. 

Special congenital deformities of the limbs. L. DE 
GaETNAO. Riforma med., 1924, xl, 49. 

Atrophic painful limbs. R. LericuEe. Presse méd., 
Par., 1924, xxxii, 26. 

Knock knee and bow legs. H. T. Stuon. N. Orleans 
M.&S. J., 1924, Ixxvi, 328. 

Separation of the quadriceps from the patella. I. 
ZADEK. J. Bone & Joint Surg., 1924, vi, 150. 

Some of the common lesions of the knee joint. H. R. 
DupcEon. Texas State J. M., 1923, xix, 442. 

Internal derangements of the knee joint. C. F. CLAYTON. 
Texas State J. M., 1923, xix, 446. 

Hydrops of the knee joint with thrombosis of the crural 
vein. F. STARLINGER. Wien. klin. Wchnschr., 1923, xxxvi, 
790. 
Rachitic genu valgum with predominance of flexion: 
resection of the knee. De Harven and Cranay. Arch. 
frango-belges de chir., 1923, xxvi, 1071. 

A new interpretation of Schlatter’s disease. VAN NECK. 
Arch. frango-belges de chir., 1923, xxvi, 1060. 

A simple and invisible drop-foot brace. W. I. GALLAND. 
J. Am. M. Ass., 1924, Ixxxii, 30. 

Polydactylia of the foot. Ouparp and Jean. Rev. 
d’orthop., 1924, xxxi, 71. 

Evolution of the longitudinal arch of the human foot. 
D. J. Morton. J. Bone & Joint Surg., 1924, vi, 56. [450] 


BIBLIOGRAPHY OF CURRENT LITERATURE 489 


Arch supports. A. Gorrties. J. Am. M. Ass., 1924 
Ixxxii, 295. 

Hollow foot. M. LaroyENNE. Rev. d’orthop., 1923, 
XXX, 512. 

The etiology and treatment of claw foot. G. P. MILts. 
J. Bone & Joint Surg., 1924, vi, 142. 

Apophysitis of the os calcis: a clinical report. N. 
ALLIson. J. Bone & Joint Surg., 1924, vi, or. [451] 

A case of xanthofibrosarcoma of the anterior subachilles 
bursa. T. HUENERMANN. Deutsche Ztschr. f. Chir., 1923, 
clxxxii, 410. 


Surgery of the Bones, Joints, Muscles, 
Tendons, Etc. 


Safeguarding the result of orthopedic osteotomy. A. 
Scuanz. Zentralbl. f. Chir., 1923, 1, 1167. 

Traumatic and bone surgery. R. T. VaucHan. J.- 
Lancet, 1924, xliv, 49. 

Subperiosteal resection of long bones in osteomyelitis; 
an analysis of this method of treatment with a report of 
five cases. H. L. Beye. Surg., Gynec. & Obst., 1923, 
XXXVii, 732. 

Discussion on the operative treatment of osteo-arthritis. 
R. C. P. J. H. Piatt, and Others. 
Brit. M. J., 1923, ii, 1206. 

Cinematization of the arm. CouLLaup. Rev. d’orthop., 
1924, XXxxi, 709. 

Excision of the elbow. R. A. Stoney. Irish J. M. Sc., 
1924, V, 30. 

A new digito-commissural operative method of treating 
congenital syndactylia. A.D. RapuLEesco. Rev.d’orthop., 
1923, XXX, 499. 

Indications for internal splinting of the spine. P. B. 
Macnuson. Surg., Gynec. & Obst., 1924, xxxviii, 112. 

A report of fifty-nine cases of scoliosis treated by the 
fusion operation. R. A. Hisss. J. Bone & Joint Surg., 
1924, Vi, 3. [451] 

A new procedure for resection of the hip. V. SaNncuis 
Perpina and R. Diaz Sarasota. Prog. de la clin., Madrid, 
1924, xxvii, 22. 

Transplantation of the tensor fascia femoris in cases of 
paralysis of the quadriceps muscle. N. Dunn and F. W. 
Stuart. Brit. J. Surg., 1924, xi, 533. 

Quadriceps paralysis functionally cured by transference 
of the force of the abdominal muscles. M. KATzENSTEIN. 
Zentralbl. f. Chir., 1923, 1, 1161. 

Arthrodesis of the knee joint by means of a bone peg. 
J. Hass. Zentralbl. f. Chir., 1923, 1, 673. 

A plea for the straight limb in the treatment of patho- 
logical conditions of the knee joint. C. A. PARKER. J.- 
Lancet, 1924, xliv, 35. 

A simple method for the operative correction of severe 
rachitic curvatures of the leg. H. Srrausz. Zentralbl. f. 
Chir., 1923, 1, 1692. 

Plastic operation with visor-like flaps in late necrosis of 
the ulcerous tissue as the result of roentgen radiation. 
Pertues. Arch. f. klin. Chir., 1923, cxxvii, 165. 

The treatment of congenital deformities of the foot in 
infants. E. CrBrario. Riv. di ginec., ostet., pediat. e 
med. gen., 1923, xviii, 334. 

The ideal reduction of club foot. F. Scnuttze. Ztschr. 
f. orthop. Chir., 1923, xliii, 406. 

Arthrodesis of the foot by means of astragalectomy fol- 
lowed by total or partial reimplantation of the astragalus. 
S. Cratnz. Policlin., Rome, 1924, xxxi, sez. chir., 1. 

A modification of the operative treatment of hallux 
valgus. I. Wymer. Deutsche Ztschr. f. Chir., 1923, clxxxii, 


27. 


490 INTERNATIONAL ABSTRACT OF SURGERY 


An operation for the after-treatment of congenital club- 
foot. E. S. Geist. J. Bone & Joint Surg., 1924, vi, 50. 

The inlay treatment in pes transversoplanus and in 
Koehler’s disease. E. Fiscuer. Med. Klin., 1923, xix, 
1264. 


Fractures and Dislocations 


Fractures in children. C. F. ErkensBary. J. Am. M. 
Ass., 1924, Ixxxii, 78. 

Recent changes in fracture treatment. M. SINcLarr. 
Brit. M. J., 1923, ii, 917. [452] 

The treatment of fractures from an industrial standpoint. 
E.W.Ryerson. J. Bone & Joint Surg., 1924, vi, 188. [452] 

Fractures from an operative standpoint. W. PEARSON. 
Lancet, 1924, ccvi, 113. 

The treatment of fractures by orthopedic methods. 
S. W. BoorsTeEIN and I. J. LANDSMAN. Arch. Surg., 1923, 
vii, 633. [452] 

The results of treatment following compound fractures 
occurring in civil life. R. J. Cook. J. Bone & Joint Surg., 
1924, Vi, 95. 

The influence of peripheral nerves on the behavior of the 
reparative changes of fractures. L. Rapice. Ann. ital. di 
chir., 1923, li, 1084. 

The treatment of ununited fractures. J. M. SALmon. 
Internat. J. Med. & Surg., 1924, xxxvii, 12. 

The study and treatment of fractures of the malar bone 
and the zygoma. R. DucHANGE. J. de méd. de Bordeaux, 
1923, XCV, 557: [453] 

Wire extension at the shoulder girdle. W. BuLock. 
Klin. Wehnschr., 1923, ti, 2036. 

Results of open operation for an old dislocation of the 
shoulder. Auvray. Bull. et mém. Soc. nat. de chir., 
1924, |, 27. 

A treatment for greenstick fractures and for dislocations 
of the clavicle. W. A. Futton. J.-Lancet, 1924, xliv, 46. 

Fracture of the lower end or base of the radius. J. L. 
Witson. N. Orleans M. & S. J., 1924, Ixxvi, 315. 

Dislocation of the pisiform bone. J. H. MarHer. 
Brit. J. Radiol., 1924, xxix, 17. 

Fractures of the pisiform bone. JEAN and SoLcarp. 
Rev. d’orthop., 1923, XXX, 477. [453] 

Conservative treatment of dislocation of the semilunar 
bone. P. Crarrmont and H. R. Scuinz. Zentralbl. f. 
Chir., 1923, 1, 1386. [453 

Clinical notes on a case of fractured pelvis complicated 
by extraperitoneal rupture of the bladder. M. Morris. 
J. Roy. Army M. Corps, 1924, xlii, 58. 

Bilateral congenital coxofemoral luxation in a fetus of 
514 months. M. VAN Neck. Arch. frango-belges de chir., 
1924, Xxvii, 61. 

Congenital dislocation of the hip. R. Soutrer and R. 
W. Lovett. J. Am. M. Ass., 1924, Ixxxii, 171. 

On the spontaneous recovery of congenital dislocation of 
the hip. H.C.Stomann. J. Bone & Joint Surg., 1924, vi, 38. 

A case of dislocation of the hip with spina bifida and 
partial paralysis of the adductor muscles of the corre- 


sponding foot. A. S. PapapopouLos. Rev. d’orthop., 1924 
Xxxi, 75. 

Operative treatment of old congenital dislocation of the 
F. Lorrrter. Ergebn. d. Chir. u. Orthop., 1923, xvi, 
484. 
Fracture of the femur: a clinical study. R. H. Russett. 
Brit. J. Surg., 1924, xi, 491. 

A simple method of marking the head of the femur and 
its application in uniting the head and neck with a screw. 
A. CHARBONNIER. Lyon chir., 1923, xx, 43. (454) 

The functional capacity of the lower limb following 
fracture of the neck of the femur. E. Fossataro. Policlin. 
Rome, 1924, xxxi, sez. chir., 21. . 

Fractures of the lesser trochanter. J. Moreau and 
Lecouturier. Arch. frango-belges de chir., 1923, xxvi, 
1121. 

The treatment of compound fractures of the femur, 
M. Bastos Ansar. Clin. y lab., 1924, iii, 131. 

Steinmann’s nail extension in the treatment of fractures 
of the lower extremities. BorBe. Ztschr. f. aerztl. Fortbild., 
1923, XX, 619. 

Ambulatory care of fractures of the leg. A. Rurro. 
Ann. ital. di chir., 1924, iii, 62. 

Dupuytren’s fracture. FREDET, GERNEZ, SAVARIAUD, 
and others. Bull. et mém. Soc. nat. de chir., 1924, |, 18. 

Osteosynthesis of diaphyseal fractures of the leg. R. 
Baupet and F. Masmontet. J. de chir., 1923, xxii, 391. 

455 

Outward dislocation at the tarsometatarsal joint. J. B 
Barnett. Brit. M. J., 1924, i, 14. 

Luxation of the metatarsal heads. M. Péraire. Paris 
Chir., 1923, xv, 446. 

Fracture from avulsion of the tubercle of the fifth meta- 
tarsal. Laguizre and Bérarp. Bull. et mém. Soc. anat. 
de Par., 1923, xciii, 708. 

A report of eight cases of severe crushing fractures of 
the os calcis. W. L. SNEED. J. Bone & Joint Surg., 1924, 
Vi, 557. 

Fracture of the cuboid. JauBerT and Beavjev. Bull. 
et mém. Soc. anat. de Par., 1923, xciii, 668. 

Fracture of the os triquetrum. O. KInGREEN. Beitr. z. 
klin. Chir., 1923, cxxx, 111. 

A new plaster knife. H. B. Patties. J. Am. M. Ass., 
1924, Ixxxii, 31. 


Orthopedics in General 


Twenty-second report of progress in orthopedic surgery. 
R. B. Oscoop, N. ALLtson, R. SoutTer, H. C. Low, and 
others. Arch. Surg., 1924, viii, 188. 

The problem of the cripple. Sir R. Jones. Practitioner, 
1924, cxii, 1. 

Three years of reconstructive and orthopedic surgery— 
congenital deformities. L. De Gartano. Riforma med., 
1923, XXXix, 1143. 

The treatment of infantile paralysis after the acute 
stage. A. T. Lecc. J. Bone & Joint Surg., 1924, vi, 194. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


Blood Vessels 


Vascular hypertension and hypotension. J. E. R. Mc- 
Donacu. Med. Press, 1924, n.s. cxvii, 71. 

Capillary dilatation, urticaria and shock. EBBECKE. 
Klin. Wchnschr., 1923, ii, 1725. 

Aneurism following gunshot wounds. K. WEDENSKI. 
Westnik. Chir. i pogran. oblastei, 1923, ii, 311. [456] 


The diagnosis and pathological physiology of arterio- 
venous aneurism. C. F. Hoover and A. J. Beams. Arch. 
Int. Med., 1924, xxxiii, 1. 

The question of arteriolized veins in arteriovenous 
aneurism. P. HeERMANNES. Beitr. z. klin. Chir., 1923, 
CXXX, 40. 

A case of syphilitic phlebitis. BELLAGAMBA. Rev. méd. 
d. Uruguay, 1924, xxvii, 6. 


A 
of 
te 
Bi 
co 
1¢ 
D 
sO 
y 
ay 
sc 
Se 
si 
R 
ch 
E 
Ix 
L. 
m 
R 
M 
of 
Se 
0 
A 
G 
ol 
I 


Experimental and clinical studies of varices. R. KLapp. 
Arch. f. klin. Chir., 1923, cxxvii, 500. 

Multiple distant venous thromboses in thrombophlebitis 
of the lateral sinus of aural origin. BARraup. Arch. in- 
ternat. de laryngol., 1924, Xxx, 55. [456] 

Cavernous angioma of the thenar eminence. SoLcarp. 
Bull. et mém. Soc. anat. de Par., 1923, xciii, 647. 

A new method of treating cutaneous angioma with 
collodion. H. Krurcer. Zentralbl. f. Chir., 1923, 1, 
1687. 

Varix formation in the lateral cervical region. L. Sussic. 
Deutsche Ztschr. f. Chir., 1923, clxxxi, 281. 

The treatment of varices by intravenous injection of 
sodium carbonate. M. Garcia Domfncuez. Rev. de med. 
y cirug., Caracas, 1923, vii, 49. 

Incision for exposing the blood vessels and nerves of the 
axilla, particularly with phlegmon. L. DRUENER. Deut- 
sche Ztschr. f. Chir., 1923, clxxxii, 281. 

Sclerosis of the pulmonary artery. F. C. ARRILLAGA. 
Semana méd., 1924, xxxi, 60. 

An unusual aneurism of the aortic arch with compres- 
sion and thrombosis of the superior vena cava. D. Pace. 
Rassegna internaz. di clin. e terap., 1924, v, 3. 

Mesenteric vascular occlusion: report of three cases in 
children. L. Frank. Am. J. Surg., 1923, xxxvii, 3456) 

Thrombosis and embolism resulting from renal tumors. 
E. S. Jupp and A. J. Scnoty. J. Am. M. Ass., 1924, 
Ixxxii, 75. 

Arterial embolism of the limbs and its surgical treatment. 
L. Sencert. Rev. de chir., Par., 1923, xlii, 623. [457] 


Blood and Transfusion 


Blood grouping by isohemolysis. P. Mino. Riforma 
med., 1924, xl, 1or. 

How many blood groups are there? L. Latres. Policlin., 
Rome, 1924, xxxi, sez. prat., 75. 

Experiences with blood transfusion. H. FLOERCKEN. 
Med. Klin., 1923, xix, 1049. 

On immunotransfusion. L. CoLteBrook and E. J. 
Storer. Lancet, 1923, ccv, 1341, 1394. [457] 

The comparative phagocytic properties of the leucocytes 
of the different blood groups. F. C. Martiey. Lancet, 
1924, ccvi, 126. 

Blood transfusion. E. JeANBRAU and V. PAUCHET. 
Semana méd., 1924, xxxi, 136. 


BIBLIOGRAPHY OF CURRENT LITERATURE 491 


Blood transfusion in surgery. D. L. Maguire. J. 
South Carolina M. Ass., 1924, xx, 9. 

The present status of blood transfusion. H. K. Wat- 
LACE. Med. Herald, 1924, xliii, 16. 

Blood transfusion and re-infusion in gynecology. 
B. ZrmmMERMANN. Deutsche med. Wchnschr., 1923, xlix, 
1262. 

Allergic shock as result of blood transfusion. W. W. 
Duke and D. D. Storer. Med. Clin. N. Am., 1924, vii, 
1255. 

Tissue fibrinogen in the treatment of hemorrhage. C. A. 
Mitts. Cincinnati J. M., 1924, iv, 540. 

The process of coagulation. G. Macnus. Arch. f. klin. 
Chir., 1923, cxxv, 612. 

Hemolyzed blood as a non-specific stimulating agent. 
R. ZIMMERMANN. Zentralbl. f. Gynaek., 1923, xlvii, 1504. 

The question regarding the hereditary character of 
hemophilia. F. Lenz. Deutsche Ztschr. f. Chir., 1923, 
clxxxil, 284. 

A case of purpura hemorrhagica—transmission of horse 
sensitization of donor by whole blood injection—rapidity 
of absorption. H. C. Bercer. Med. Clin. N. Am., 1924, 
vii, 1169. 

Purpura hemorrhagica: differential diagnosis, treat- 
ment and presentation of cases. G. MILLIKEN and H. C. 
HarTMAN. Texas State J. M., 1924, xix, 504. 

Blood change due to roentgen and radium action. 
Risse. Arch. f. Gynaek., 1923, cxx, 181, 206. 

Roentgen radiation and sedimentation of blood cells. 
Von Mrixuticz-Rapeckt. Arch. f. Gynaek., 1923, cxx, 


187, 206. 

The blood changes in anaphylactic shock in the dog. 
H. R. Dean and R. A. Wess. J. Path. & Bacteriol., 1924, 
xxvii, 65. 

The mechanism of anaphylactic leucopenia in dogs. 
R. A. Wess. J. Path. & Bacteriol., 1924, xxvii, 79. 


Lymph Vessels and Glands 


The treatment of tuberculous glands. E. F. Neve. 
Practitioner, 1923, cvi, 362. [458] 

Hodgkin’s disease. L. S. Mrtne. Med. Clin. N. Am., 
1924, Vii, 1083. 

The Kondoleon operation or Payr’s lymph drainage. 
G. Scumipt. Zentralbl. f. Chir., 1923, 1, 1634. 

Emphysema of the mesenteric lymph glands in infants. 
G. VERNONI. Sperimentale, 1923, Ixxvii, 170. [458] 


SURGICAL TECHNIQUE 


Operative Surgery and Technique; Postoperative 
Treatment 


Burns and their treatment. L. Mayer. Bruxelles- 
méd., 1924, iv, 191. 

Notes on a group of burn cases. J. F. X. Jones, and A. 
P. Keecan. Med. J. & Rec., 1924, cxix, 86. 

A method of estimating the extent of lesions (burns and 
scalds) based on surface area proportions. S. G. BERKow. 
Arch. Surg., 1924, viii, 138. 

The surgical treatment of burns. W. E. Lee. Therap. 
Gaz., 1923, 3 S. Xxxix, 845. [459] 

_Protein sensitization in iso-skin-grafting. Is the latter 
of practical value? E. Horman. Surg., Gynec. & Obst., 
1924, XXXvili, 100. 

The transplantation of skin grafts under the action of a 
current of warm air. DreLvaux. Bull. et mém. Soc. de 
chir. de Par., 1923, xlix, 1209. (460) 


Vital capacity in relation to operative risk. W. S. 
Lemon and H. J. Morrscn. Arch. Int. Med., 1924, 
Xxxiii, 128. 

Further experiences with operations for gunshot wounds 
under the roentgen light. A. E1setsperc. Arch. f. klin. 
Chir., 1923, cxxvii, 550. 

A two-loop suture. J. Craic. Brit. M. J., 1924, i, 


56. 

Removing deep sutures. F. L. Suir. J. Am. M. Ass., 
1924, Ixxxii, 206. 

Simple method of combatting postoperative vomiting. 
Bonne. Zentralbl. f. Chir., 1923, 1, 1632. 

The treatment of reflex anuria after operations. F. 
Ham. Ztschr. f. urol. Chir., 1923, xiii, 227. 

The clinical importance of so-called aseptic postoperative 
paralytic ileus, and a method of preventing the formation 
of peritoneal adhesions. L. HeruitzKa. Riv. di ginec., 
ostet., pediat., e med. gen., 1923, xviii, 276. 


492 


A new type of mattress particularly adapted for use in 
cases of rectal incontinence. MontTacueE. Surg., 
Gynec. & Obst., 1924, xxxviii, 117. (460) 


Antiseptic Surgery; Treatment of Wounds and 
Infections 


The selective bacteriostatic action of gentian violet and 
other dyes. J. W. CuurcuMan. J. Urol., 1924, xi, 1 

The relation of local immunization to general im- 
munity; modern tendencies to explain infection and im- 
munity by a process of local reaction; local vaccination. 
DeELATER. Presse méd., Par., 1923, xxxii, 3. 

Iodo-ether dressings. "DELANGRE.  Bruxelies-méd. +» 1924, 
V, 331- 

Furunculosis of the nose. T. L. Toran. 
J., 1924, xxii, 377. 

‘The treatment of furuncles. 
1923, XIX, 1549. 

he treatment of progressive pyogenic processes in the 
face by incision and injection of the patient’s blood. 
Nourney. Zentralbl. f. Chir., 1923, 1, 1636. 

Discussion on the treatment of acute primary infections 
of the hand. D. P. D. Wirktr, C. M. Pace, F. D. SANErR, 
G. T. MuLtatty, and others. Brit. M. J., 1923, ii, 1025. 

[461] 


Wisconsin M. 


F. Franke. Med. Klin., 


Autohemotherapy of erysipelas. A. von Torbay. 
Wien. klin. Wehnschr., 1923, xxxvi, 762. 

Acute tetanus treated by large doses of antitetanic 
serum, and luminal. M. Rrnator GuerRA. Rev. méd. d. 
Uruguay, 1924, xxvii, 11. 

Tetanus. P. GRAFFAGNINO and J. M. Davipson. N. 
Orleans M. & S. J., 1924, Ixxvi, 311. 

A case of tetanus, with recovery. D. WALTHALL. Med. 
Clin. N. Am., 1924, vii, 1191. 


INTERNATIONAL ABSTRACT OF SURGERY 


Anesthesia 


Blood pressure as the criterion of safety in anesthesia, 
G. Brown. Med. J. Australia, 1924, i, 53. 

Some practical points in the administration of ether. 
H. P. Farrier. Glasgow M. J., 1924, n.s. xix, 32. 

General anesthesia and the anesthetist. R. L. Cuartes, 
Colorado Med., 1924, xxi, 3. 

Ethylene-oxygen anesthesia. A. B. LuckHarpr and 
D. Lewis. J. Am. M. Ass., 1923, Ixxxi, 1851. |463} 

General anesthesia by intravenous injection of chloral 
citrate. F. Papin, F. Leuret, and G. Rioux. J. de méd, 
de Bordeaux, 1924, Ci, 39. 

Anesthesia in minor surgery. R. E. Wosus. J. Missouri 
State M. Ass., 1924, xxi, 16. 

An automatic pressure injection apparatus for use in 
local anesthesia. B. Dovcias. J. Lab. & Clin. Med, 
1924, ix, 275. 

Instrumentarium for local anesthesia. W. R. Mreprer. 
Ann. Surg., 1924, Ixxix, 124. 

Some general effects of local anesthetics administered 
as in tonsillectomy. E. L. Ross. Ann. Otol., Rhinol. & 
Laryngol., 1923, xxxii, 1229. 

Synergistic anesthesia and analgesia in 3 t. 
GwatTHMey and G. Scuwartz. Med. J. & Rec., 1924, 
cxix, 69. 

Meningeal reactions secondary to spinal anesthesia. 
V. Savescu. Gynec. si obst., 1923, ii, 15. 

Sacral anesthesia. E.C. BRENNER. Ann. Surg., 1924, 
Ixxix, 118. 


Surgical Instruments and Apparatus 


A new skin forceps. C. P. Cuttpe. Brit. M. J., 1924, i, 
61. 


PHYSICO-CHEMICAL METHODS IN SURGERY 


Roentgenology 


X-rays and X-ray apparatus; an elementary course. 
J. K. Rospertson. J. Radiol., 1924, v, 12. 

Improved illumination of viewing boxes for roentgen 
ray = or films. A. U. Desjarpins. Radiology, 1924, 
ii, 32. 
day X-ray and radium therapy. C. E. PreRSALL. 
California State J. M., 1924, xxii, 9. 

The economics of dosimetry in radiotherapy. G. 
Faria and E. H. Quimsy. Am. J. Roentgenol., 1923, 


44. 

The cause of the action of the X-rays and the gamma 
rays of radium upon living cells. F. DEssAUER. J. Radiol., 
1923, iv, 411. [464] 

The influence of roentgen rays on cell division. W. 
ALBERTI and G. Po.itzer. Arch. f. mikr. Anat., 1923, c, 
83. 

Do the roentgen rays have a local or general action? 
L. Sertz. Strahlentherapie, 1923, xv, 436. [465] 

Experimental investigations regarding the action of 
the roentgen rays. Martius. Arch. f. Gynaek., 1923, 
CXX, 193, 200. 

Histological studies of the effect of roentgen rays on 
cell proteplasm. L. NUERNBERGER. Arch. f. path. Anat. 
u. Physiol., 1923, ccxlvi, 239. 


Is the X-ray reaction on the skin rhythmic phenomenon? 
1923, li, 1932. 


G. Mrescuer. Klin. Wchnschr., 


The occurrence of two heritable types of abnormality 
among the descendants of X-rayed mice. C. C. LitrLe 
and H. J. Bacc. Am. J. Roentgenol., 1923, x, 975. |465] 

Histological studies of radiated mice with and without 
carcinoma. VORLAENDER. Arch. f. Gynaek., 1923, cxx, 
200, 206. 

Roentgenologic-pathologic conferences. P. M. Hickey 
and A. S. WaARTHIN. J. Radiol., 1923, iv, 416. [466] 

X-ray in the various forms of infection. W. D. WrtHEr- 
BEE. J. Radiol., 1924, v, 18. 

Roentgen-ray intoxication. I. Bacterial invasion of the 
blood stream as influenced by X-ray destruction of the 
mucosal epithelium of the small intestine. II. The cu- 
mulative effect or summation of X-ray exposures given at 
varying intervals. III. The path of a beam of hard rays 
in the living organism. IV. Intestinal lesions and acute 
intoxication produced by radiation in a variety of animals. 
S. L. WarrEN and G. H. Wuirrte. J. Exper. Med., 
1923, XXxvili, 713, 725, 731, 741. |466) 

Investigations on the effect of the X-rays upon the me- 
tabolism of calcium chloride and its relationship to the 
treatment of X-ray intoxication. H. SrELMANN. Strahlen- 
therapy, 1923, xv, 458. [466] 

Protection against radiation. A. U. DeEsjarpins. 
Radiology, 1923, i, 221. [467] 

Further remarks on protective measures, with special 
reference to high voltage. A. SomLanp. Radiology, 1924, 
ii, 22. 


| 
1 
I 
] 
( 


Clinical and experimental contribution to our knowledge 
of radiation injuries. P. Det Buono. L’Actinoterapia, 

22, ll, 345- 

a ey ulcers, especially their surgical treatment. 
Pets-LevspEN. Med. Klin., 1923, xix, 1181. [467] 

Ulcerating epithelial neoplasm due to radiation for 
uterine hemorrhage. D. GiorpANno. Riv. di ginec., ostet., 

liat. e med. gen., 1923, XViii, 252. 

Roentgen carcinoma in the female. Bum. Ztschr. f. 
Geburtsh. u. Gynaek., 1923, Ixxxvi, 445. [468] 

The causes of unfavorable result in the roentgen treat- 
ment of new growth. P. Srppet and G. JAECKEL. Muen- 
chen. med. Wchnschr., 1923, Ixx, 1191. 

The cancer problem from the radiological standpoint. 
H. Scuuirz. Radiology, 1924, ii, 7. 

Experiences with X-ray treatment of malignant tumors 
in the Schmieden clinic. H. HoLFELDER. Strahlentherapie, 
1923, XV, 715. 

“The biology of radiation treatment of cancer. Opitz. 
Arch. f. Gynaek., 1923, cxx, 175, 206; Strahlentherapie, 
1923, XV, 750. 

The biology and method of X-ray treatment of surgical 
cancer. J. Perrues. Strahlentherapie, 1923, xv, 695. 

Experimental studies on radiation treatment of car- 
cinoma. F. Kox. Arch. f. Gynaek., 1923, cxx, 201, 206. 

Radiation treatment of cancer of the skin. G. A. Rost. 
Strahlentherapie, 1923, xv, 782. 

Possibilities of deep X-ray therapy. R. E. Fricke. 
Therap. Gaz., 1924, 3 s. xl, 10. [468] 

Comparative effects of deep roentgen ray therapy at 
low and very high voltage: a preliminary report. J. T 
Case. J. Am. M. Ass., 1924, Ixxxii, 208. 


‘BIBLIOGRAPHY OF CURRENT LITERATURE 


493 


Radium 


Radium and roentgen rays as different agents in super- 
ficial and deep therapy. A. Bachem. Am. J. Roentgenol., 
1924, Xi, 13. 

The story of radium. L. Neuwett. Trained Nurse & 
Hosp. Rev., 1924, xxii, 17. 

The use and care of radium. E. H. Qutmpy. Trained 
Nurse & Hosp. Rev., 1924, Ixxii, 19. 

Recent developments in radium therapy. F. E. Smmpson. 
Illinois M. J., 1923, xliv, 327. {469} 

Increased usefulness of radium emanation from com- 
bination with fat. J. SrrasBuRGER. Deutsche med. 
Wcehnschr., 1923, xlix, 1459. 

On the general effects of exposure to radium on metab- 
olism and tumor growth in the rat and the special effects 
on the testis and the pituitary gland. J.C. Morrram 
and W, Cramer. Quart. J. Exper. Physiol., 1923, xiii, 

[469] 


209. 

The basis in experimental pathology for radium therapy 
of malignant disease. R. H. Parry. Brit. J. Radiol., 
1924, XXiX, 3. 


Miscellaneous 


The use and abuse of physical treatment. J. B. MEN- 
NELL. Lancet, 1924, ccvi, 160. 

Physiotherapy. F. B. Grancer. Med. Clin. N. Am., 
1923, Vii, [469] 

Light—its action on the skin and therapeutic value 
J. M. H. Macteop. Practitioner, 1924, cxii, 24. 

Surgical diathermy. C. GoosMAnn. Cincinnati J. M., 
1924, IV, 552. 


MISCELLANEOUS 


Clinical Entities—General Physiological 
Conditions 


Remarks on the serodiagnosis of tumors. H. SAcus. 
Strahlentherapie, 1923, xv, 795. 

On the significance of anisotropic fatty substances in 
myelomatous tumors. S. C. DyKE. J. Path. & Bacteriol., 
1924, Xxvii, 5. 

Some primal and vital aspects of malignant growths. 
H. WAKEFIELD. Cancer, 1924, i, 20. 

Endothelioma. L. H. Wititams. U. S. Naval Bull., 
1924, XX, 30. 

Is cancer a hereditary disease? J. ArBLy. Cancer, 1924, 


10. 

Morphology and cancer. P. Rice. Cancer, 1924, i, 36. 

The technique and result of experimental cancer pro- 
duction. TEUTSCHLAENDER. Strahlentherapie, 1923, xv, 
812. 

Experimental cancer production from tar. A. STERN- 
BERG. Ztschr. f. Krebsforsch., 1923, xx, 420. 

The reactive capacity of organisms to experimental 
tumor formation from tar. H. Sacus and N. TAKENO- 
MATA. Deutsche med. Wchnschr., 1923, xlix, 1294. 

Some aspects of the cancer problem. R. Knox. Am. J. 
Roentgenol., 1924, xi, 1. (471) 

Prognostic factors in cancer. W. C. MacCarty. Ann. 
Clin. Med., 1924, ii, 244. 

Cancer and immunity. W. Caspart. Strahlentherapie, 
1923, XV, 831. 

The female of the species, as such, and cancer. S. W. 
Litre. Cancer, 1924, i, 3. 

Three different carcinomata in a parafiin worker. H. 
Rorscu. Arch. f. path. Anat. u. Physiol., 1923, ccxlv, 1. 


A case of simultaneous development of sarcoma and 
carcinoma in the same person. H. Roescu. Arch. f. path. 
Anat. u. Physiol., 1923, ccxlv, 9. 

Cancer: delay in its surgical treatment. C. C. Smmmons 
and E. M. Datanp. Boston M. &S. J., 1924, exe, 15. 

New methods of cancer treatment. KUPFERBERG. 
Muenchen. med. Wchnschr., 1923, Ixx, 6. 

The medical treatment of cancer. L. D. BuLKLEy. 
Cancer, 1924, i, 44. 

A new biological and chemotherapeutic method for the 
treatment of cancer. R. WERNER. Strahlentherapie, 1923, 
xv, 843. 

The selective fixation of radium colloidal substances 
upon embryonic and neoplastic cells and its importance 
in the diagnosis and treatment of cancer. A. KoTzAREFF 
and L. Wey. Presse méd., Par., 1923, xxxi, 925. [471] 

Cancer surgery: general considerations. E. Twy- 
MAN. J. Missouri State M. Ass., 1924, xxi, 9. 

High-voltage treatment in a series of sarcoma cases. 
W. S. Lawrence. Am. J. Roentgenol., 1924, xi, 50. 


General Bacterial, Mycotic, and Protozoan 
Infections 


Manifestations of focal infections in the respiratory, 
circulatory, urinary, and gastro-intestinal systems in 
infancy and childhood. F. C. Roppa. Minnesota Med., 
1924, Vii, 27. 

A new method for determining the virulence of strepto- 
cocci. C. Ruce, II. Arch. f. Gynaek., 1923, cxx, 5, 24. 

Therapeutic research in general septic infections. M. 
FRIEDEMANN. Muenchen. med. Wchnschr., 1923, Ixx, 


1195. 


494 INTERNATIONAL ABSTRACT OF SURGERY 


An intravenous method for the early diagnosis of tuber- 
culosis in the guinea pig. S. A. Levinson. Illinois M. J., 
1923, xliv, 360. 472) 

Sporotrichosis. H.R. Foerster. Am. J. M. Sc., 1924, 
clxvii, 54. 

Glanders in man. L. H. Witvrams and R. C. SATTERLEE. 
U. S. Naval M. Bull., 1924, xx, 41. 


Ductless Glands 


Internal secretion. A. Wert. Berlin: Springer, 1923. 

The endocrine organs: a point of view. B. F: Kincs- 
Bury. Endocrinology, 1924, viii, 91. 

The réle of the endocrines in the growth and nutrition of 
children. H. Gotpstetn. Med. J. & 1924, CxiX, 29. 

The endocrine glands and immunity. M. Uzan. Med. 
J. & Rec., 1924, cxix, 15. 

Gonads of women from an endocrine viewpoint. J. N. 
BALpwin. Med. J. & Rec., 1924, cxix, 27. 

The anxiety state and endocrine disturbance. E. 
SNOWDEN. Med. J. & Rec., 1924, cxix, 23. 

The endocrinological aspect of dermatology. S. FEb- 
MAN. Med. J. & Rec., 1924, cxix, 35. 

Experimental investigation on the value of organother- 
apy. B. Zonpex. Ztschr. f. Geburtsh. u. Gynaek., 1923, 
Ixxxvi, 238. 

Plurigiandular therapy. I. G. Cops. Med. J. & Rec., 
1924, Cxix, 6. 

Therapeutic dietetics on endocrinological lines with 
Vitamine C as the homologue of adrenin. C. D. pE M. 
Sayous. Med. J. & Rec., 1924, cxix, 1 


Clinical research regarding the action of pituitary ex- 
tract. M. STepHANovitcH. Presse méd., Par., 1924, 
xxxii, 76. 


Surgical Pathology and Diagnosis 


Diagnostic errors disclosed by bismuth paste injections 
E. G. Beck. Radiology, 1924, ii, 14. 


Experimental Surgery 


Benefits derived by military medical science from animal 
experimentation. E. G. Huser. Mil. Surgeon, 1924, liv, 
9. 

Hospitals; Medical Education and History 


Efficient laboratory service. H. P. Barret and F. H. 
Ricuarpson. J. Am. M. Ass., 1924, Ixxxii, 113. 

Hospital costs, past and present. H. Smit. J. Am. M. 
Ass., 1924, Ixxxii, 110. 

Hospital standardization during 1923. M. T. Mac- 
EacHERN. Modern Hosp., 1924, xxii, 16. 

Progress of the American Hospital Association during 
1923. A. R. WARNER. Modern Hosp., 1924, xxii, 13. 


Medical Jurisprudence 


X-ray dermatitis. Rost vs. ROBERTS, 192 
N. W., |472| 

left in the abdomen. CuHESLEY vs. 
Durant, 137 N. E. Rep., p. 301. {472} 


I 
| 
pl 
m 
co 
ce 
Wi 
th 
th 
in 
ar 
ce 
st 
fre 
of 
pi 
Fe 
uy 
se 
fir 
th 
or 
te 
ne 
fo 
ca 
cu 
tic 
sp 
fir 
he 
so 
ar 


